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We Join the Students in Wishing You 


A MERRY CHRISTMAS anda HAPPY NEW YEAR 
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DORLAND'S POCKET 
MEDICAL DICTIONARY 


New (20th) Edition! The importance of un- 
derstanding the variety of medical terms you meet 
daily in your professional nursing practice can 
scarcely be underestimated. This handy “pocket- 
size” dictionary puts them at your fingertips. No- 
where is the advance of medicine more vividly 
revealed than in the changing pages of this New 
(20th) Edition. Six years of research have gone into 
the 45,000 selected terms you will find spelled, pro- 
nounced and defined here. The time-proven terms 
are incorporated as well as hundreds of new terms 
and redefined words. See ‘“Dorland’s Pocket’—the 
nurse’s choice for over a half century. You will 
find it an indispensable working tool. 


Abridged from Dorland’s Illustrated Medical Dictionary. 698 pages. 
Thumb-indexed. $4.50 New (20th) Edition! 


BROWNELL and CULVER — 
THE PRACTICAL NURSE 


New (5th) Edition! Virtually a new book, this 
text gives complete coverage of the functions, tech- 
niques and responsibilities of practical nursing. It 
stresses the know-how of good nursing care—ranging 
from discussions on the anatomy and etiology of 
illness to step-by-step instructions for good house- 
keeping. The authors clearly cover basic principles 
of body structure and function, prevention and con- 
trol of illness, nutrition in health and disease, ad- 
ministration and action of drugs. Nursing at home, 
in emergencies and in disasters is fully covered. 

By KATHRYN OsMOND BrowNe.i, R.N., B.S., Member of Committee, 
Brooklyn YWCA, School of Practical Nursing; and VIVIAN CULVER, 
R.N., B.Ed., M.Ed., Executive Secretary and Educational Consultant, 
North Carolina Board of Nursing Registration and Nursing Educa- 


tion. (Formerly Brownell’s Practical Nursing). 899 pages, with 102 
illustrations. $6.00 New (5th) Edition! 


W. B. SAUNDERS COMPANY 


Please send me the following books: [] Remittance Enclosed 
Dorland’s Pocket Medical Dictionary, $4.50 
[] Sutton’s Workbook for Practical Nurses, $3.50. 


Name 


Address 


West Washington Square 
Philadelphia 5 
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SUTTON — WORKBOOK 
FOR PRACTICAL NURSES 


A New Book! This valuable workbook provides a 
unique way for the busy practical nurse to “brush- 
up”. Scores of questions and problems cover every 
commonly encountered nursing situation — from 
simple housekeeping to bandaging to collecting 
specimens to nursing in emergencies. You will find 
such pertinent questions as: How does a practical! 
nurse receive her license? What action should she 
take if she discovers bedbugs? What methods are 
used to control hemorrhage postoperatively? What 
is the first-aid treatment for a head injury? How can 
the practical nurse help ease a patient’s fears during 
pregnancy? 

By Auprey LATSHAW SuTTON, R.N., formerly Clinical Instructor of 
Practical Nurses, Wilmington Gene ral Hospital; Instructor of Prac- 
tical Nurses, H. Fletcher Brown Vocational School; Member, Com- 
mittee for Development of Instructional Materials, Practical Nurse 


Program of Wilmington Public Schools, Delaware. 347 pages, illus- 
trated. $3.50. New! 


MONTAG and SWENSON — 
FUNDAMENTALS IN NURSING CARE 


New (3rd) Edition! This basic text is de- 
signed to emphasize the principles behind nursing 
care rather than specific procedures themselves. 
Here you will find clear and concise instructions on 
how to give the best patient care at home or in 
the hospital. The nurse’s importance in contribut- 
ing to both her patient's mental and physical com- 
fort is clearly shown—what to do for him and how 
to help him do those things he normally does for 
himself. A new section for this revision covers surgi- 
cal dressings. Chapters on medical asepsis and dis- 
charge of the patient are rewritten. 

By Mivprep L. Montac, Ed.D., R.N., 
tion, Teachers College, Columbia University; and RutH STEWART 
SWENSON, M.A., R.N., Director, Associate Degree Program in Nurs- 


ing, Weber College, Ogden, Utah. (Formerly Montag & Filson’s Nurs- 
ing Arts). 581 pages, with 148 illustrations. $5.00. New (3rd) Edition! 
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[] Brownell & Culver’s The Practical Nurse, $6.00. 
[] Montag & 
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IN THIS ISSUE 


COVER: Students gather around the 
piano to sing Christmas carols in the 
dormitory at Medical Colleg ge of Virginia 
School of Nursing, Richmond, Virginia. 
They are, from left to right: Bonny 
Sparger (at the piano), Beverly Harris, 
Joyce Ghar and Sarah Easley. Students 
are shown seriously participating in the 
orientation program in “Orienting Fresh- 
man Students to Nursing,” beginning on 
page 8. 
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In her article, “Orienting Freshman Students to 
Nursing,” page 8, Louise Wiedmer, R.N., discusses 
the necessity of incorporating orientation courses in 
the freshman curriculum and considers the essential 
features of these courses. The author received her 
basic training from John N. Norton Memorial Infir- 


mary, Louisville, Kentucky. She obtained her Public 


Health Certificate, B.S. in Public Health Nursing, 
and M.S. in Nursing Education from Western Re- 
serve University, Cleveland, Ohio. She is currently 
assistant professor of nursing, teaching in the Bac- 
calaureate Degree Program of the Medical College of Virginia School of 
Nursing. 


Lovise Wiedmer 


The second of three articles based on a study published recently by the 
New York University Press—“Released Mental Patients on Tranquilizing 
Drugs and the Public Health Nurse”—examines the question “Do State 
preg Provide Adequate Posthospital Care for the Mental Patient?” 
(page 12). The author is Ida Gelber, R.N., B.S., M.A., Ed.D., presently 
research consultant for the New York City Department of Health, Office 
of Research and Development. In this capacity Dr. Gelber renders con- 
sultant services and participates in the planning, formulation, and organi- 
zation of research programs related to the development of public he alth 
projects and the evaluation and expansion of existing public health services. 
The emphasis in these research programs is in the area of mental health. 
Prior to her present position Dr. Gelber was research consultant at New 


York City Community Mental Health Board. 


Sister Charles Marie Frank, C.C.V.L., R.N., M.S.N.E., 

takes a close look at “The Professional Nurse—Yester- 

day, Today, and Tomorrow” (page 19) in a paper 

which was presented at the recent New York State 

Nurses Association Convention. Sister Charles Marie 

began her nurse’s training at Mullanphy Hospital 

School of Nursing, but withdrew in her senior year 

to enter the Congregation of the Sisters of Charity 

of the Incarnate Word of San Antonio, Texas. She 

completed her training at St. Joseph’s Hospital 

Sister C.M. Frank School of Nursing in Paris, Texas. She received her 

advanced preparation at Incarnate Word College and The Catholic 

University of America. At present Sister Charles Marie is dean of The 
School of Nursing, The Catholic University of America. 


“In the Footsteps of Albert Schweitzer,” page 25, is the outcome of a trip 
which Shirley Hope Alperin, R.N., recently made to Deschapelles, Haiti. 
Shirley Alperin leads an unusually active nursing life. After graduating 
from Beth Israel Hospital School of Nursing, Boston, Massachusetts, she 
travelled from Maine to Miami, serving as camp nurse, surgical nurse, and 
private duty nurse. Besides her regular column—“Nursing—As Others See 
It”’—which appears in Nursing World each month, she has written extensive 
articles for this magazine on subjects of general interest. Her current article 
describes the wav of life at the H6pital Albert Schweitzer—the life of 
devotion, research, and plain hard work which carries on in the spirit of 
the dedicated man whose achievements at Lambarene are famous the 
world over. Dr. and Mrs. Mellon are the founders of the hospital at 
Deschapelles, and the prospects are bright 
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Nursing—As Others See It 
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Education 


The Army Student Nurse Program—The 
Department of the Army has created 
the Army Student Nurse Program to 
provide financial assistance to student 
nurses. Under this program student 
nurses are enlisted in the WAC Reserve 
at the end of their second year in nurs- 
ing school and continue their education 
for a period of up to two years. During 
this time they receive full pay and al- 
lowances of an enlisted Reservist on ac- 
tive duty. These students complete their 
academic training under the sponsorship 
of the Army Medical Service. 
Postoperative Nursing Team—A new 
postoperative nursing team has been or- 
ganized at the Duke University Medical 
Center to provide special intensive care 
for surgical patients. The team con- 
sists of seven graduate nurses now un- 
dergoing a six-week training program 
nurse-patient relation- 
ships as well as technical training. 

Graduate nurses selected as members 
of the new team are: Jeanette Buhler, 
Barbara Lambert, Bette Lamperle, Mary 
Nichols, Ruth Reynolds, Nancy Walker, 
and Hazel Coleman 


which stresses 


New Course—The Department of Physi- 
cal Medicine and Rehabilitation, New 
York Medical College-Metropolitan 
Hospital Center, announced a two-week 
course at Bird S. Coler Hospital, New 
York City. This new course—Principles 
and Practice of Geriatric Rehabilitation 

will be given from April 25 to May 6, 
1960, and is open to registered nurses, 
occupational therapists, physical thera- 
pists, and social workers. It will consist 
of lectures, seminars, clinical demonstra- 
tions, and practice workshops. The staff 
includes members of the faculty and 
professional staff of the Medical Center. 


Workshop—The New York State League 
for Nursing announces a new workshop 
on the subject of Body Fluids—Composi- 
tion, Maintenance, Loss, Replacement, 
and Nursing Problems. It will take place 
in Poughkeepsie, April 19-20, 1960. Ad- 
vance registration is open to members 
and full-time students for a fee of $5.00 
and to nonmembers for $10.00. Regis- 
tration blanks tentative program 
will be mailed. For further information 
write to: New York State League for 
Nursing, 385 State St., Albany 10, N. Y. 


and 
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REPORTS 


Scholarships and Testimonial 


School of Nursing Scholarships—Duke 
University announced _ that 
scholarships worth up to $1,000 each 
will be awarded annually, beginning 
with the 1960-61 academic year. These 
scholarships are part of a four-year pro- 
gram leading to the B.S. in Nursing. 
They will be awarded on the basis of 
merit and the size of the stipend will be 
determined according to financial need. 
Each award may be renewed for a sec- 
ond year if the holder maintains a B 
average and shows evidence of devel- 


eleven 


oping leadership. 

North Carolina residents will receive 
at least four scholarships annually, out 
of-state will be awarded at 
least five, and two scholarships will be 
awarded without reference to geographi- 
cal area. Candidates must meet admis- 
sion requirements to the Duke Univer 
sity School of Nursing and must submit 
applications before February 1, 1960. 
Winners will be selected by March 30. 
1960. 


students 


Research Grants—The Surgeon General 


of the Public Health 
nounced ten new 
$250,000, for extramural 
nursing. These grants are administered 
by the Division of Nursing Resources, 
in cooperation with the Division of Gen- 
eral Medical Sciences, National 
tutes of Health. 

These recent awards are for studies 


awards, totaling 


on cardiac and psychiatric nursing, nurs- 
ing education, and the educational and 
socio-economic factors affecting nurses. 
The recipients comprise nurse faculty 
members, a public health nurse, social 
scientists, and a psychologist. 


Testimonial Dinner—Mrs. Margaret F. 
Walsh, R.N., member of the Greater 
New York Association of Industrial 
Nurses, was given a testimonial dinne1 
upon the occasion of her retirement 
from the New York Regional Office of 
the Veterans Administration. She had 
served with the regional office since 


1948. 


Plans and Projects 


Follow-up Care—The Michigan Depart- 
ment of Mental Health and the De- 
partment of Health have inaugurated a 
service to provide follow-up care for 
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NURSES! 


Why Take a 
Chance! 


Just “clean” isn’t good enough 
— when health is at stake 
Typical household detergents 
won't do the job 

May leave harmful residues 
Insist on using ALCONOX 

In your doctor's office 

In your hospital 

Be sure 

Your instruments, glassware 
and all equipment are 


“ALCONOX- 


ALCONOX 


First Choice of Leading Hospitals — 
Used on Every Floor! 

s blood, dirt, tissue — 

even from inaccessible or 1f- 


@ Remove 


regular surfaces. 


@ No more tedious, time-con- 


suming scrubbing. 


@ Works equally well in hard or 
soft water. 


@ Won't etch fine glassware. 


@ Safe, economical, non-poison- 


ous, odorless, non-irritating to 
skin or tissues. 

© Completely solu- 

ble and rinsable, 

leaves no residue 


or film! 


Order from your 
Supplier or ask him 
for a sample and 
FREE Nurses’ Special 
CLEANING GUIDE 


ALCONOX, 7%. 


853 Broadway, New York 3, NY 





when your doctor says NO Sa 


x oe 4 


sodium -free salt substitute 


You'll never miss table salt when you 
season your foods with fine, white, free- 
flowing Co-Salt...because Co-Salt tastes 
so much like salt it’s hard to tell the dif- 
ference. Looks like salt, sprinkles like salt. 


Co-Salt is free from sodium, the ele- 
ment the doctor wants to restrict in your 
diet. No bitter, metallic, or other dis- 
agreeable taste. 


Make meals enjoyable again and fol- 
low your doctor’s diet instructions more 
faithfully—with Co-Salt. 

Use directly on food or in cooking. In 2 oz. 


shaker-top package and 8 oz. economy size. 
At all drug stores. 
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patients on convalescent status from 
mental hospitals. This program aims at 
aiding patients to readjust to the family 
and community situation, at enabling 
the patients’ families to understand the 
problems of this readjustment, and at 
utilizing already existing community 
facilities in extending follow-up service. 


Pilgrim State Hospital’s New Plan—Pil- 
grim State Hospital, West Brentwood, 
New York, will put into effect an ad- 
ministrative plan whereby its 14,000- 
bed unit will be broken up into 2,000- 
to 3,000-bed units, each managed by 
an assistant director who will discharge 
both clinical and administrative func- 
tions. The purpose of this new plan is 
to achieve “a more closely knit thera- 
peutic team and closer relationship be- 
tween patient and personnel,” explained 
Dr. Paul H. Hoch, New York State Com- 
missioner of Mental Hygiene. 


Respiratory and Rehabilitation Center— 
The Respiratory and _ Rehabilitation 
Center recently opened at the Univer- 
sity of Wisconsin Medical Center. The 
nurses serving this center are under the 
direction of Miss Nell Kirby. Each nurse 
is thoroughly experienced in the field 
of rehabilitation. 

Therapists will evaluate patients’ vo- 
cational capacities and help them to 
achieve economic self-sufficiency. The 
medical staff will conduct extensive re- 
search, particularly in the field of 
respiration. Furthermore, several staff 
members will teach in their respective 
fields. Students and others in medical 
and allied fields will be invited to ob- 
serve the team approach and total 
patient care philosop y in action. 


Teen-Age Volunteers — This summer 
thousands of teen-agers gave their time 
and talents as volunteers aiding patients 
in veterans hospitals. Their activities 
included library work, clerical duties, 
and personal services performed to help 
the patients—feeding, writing letters, 
escorting patients to and from clinics 
and therapy rooms, etc. 


Dental Hospital — The Southern Cali- 
fornia Dental Hospital is the world’s 
first hospital devoted exclusively to 
dentistry. The hospital is completely 
and efficiently equipped and includes 
among its facilities 16 operating rooms, 
30 recovery rooms, and 50 patient 
rooms, 

There is a two-way communications 
system and a closed circuit television 
system for staff convenience. Dentists 
and oral surgeons enjoy all the facilities 
accorded doctors in a general hospital. 
Patients can expect substantial savings 
in time and money through treatment in 
a hospital designed solely for dental 
care. 


Diagnostic Service—Children suffering 
from convulsive disorders may now ob- 
tain a complete diagnostic workup at 
the National Children’s Rehabilitation 
Center, Leesburg, Va. This new service 
was established in an attempt to make 
it possible for children to receive a com- 
plete diagnostic study in one facility 
where reports on numerous examina- 
tions can be collated and a course of 
future treatment developed. 

The service is open to children be- 
tween the ages of 7 and 18, and the fee 
is determined by the financial capabili- 
ties of the particular family. The Federal 
Association for Epilepsy will absorb the 
remainder of the cost. 

This program will be carried out in 
conjunction with the Center’s major 
project, which is to provide a residential 
treatment and rehabilitation program 
for children who because of convulsive 
disorders would otherwise be denied the 
opportunity for normal emotional and 
scholastic development. 


Glaucoma Clinic—A glaucoma detection 
clinic will be opened at St. Clare’s Hos- 
pital, Schenectady, N. Y. Its organiza- 
tion was conducted by Dr. Peter Sykow- 
ski, chief of the Ophthalmology Depart- 
ment, and will be under his direction. 

The clinic has been set up for families 
who can not afford a family eve 
physician. 


Appointments 


New Faculty Members—Mary A. Reap, 
Administrative Chairman of the Depart- 
ment of Nursing Education, has an- 
nounced that three new faculty mem- 
bers will join the staff of the Depart- 
ment of Nursing Education of St. John’s 
University School of Education. They 
are Vivian A. Ring of New York City, 
Kathryn F. Chinnery of the Bronx, and 
Rita F. Clare of Ridgefield, N. J. 

Miss Ring’s professional experience 
includes work at Norwalk General Hos- 
pital, New Jersey State Hospital, and 
the directorship of nursing at Cornell 
University Medical Center. She also 
taught at the Lincoln School for 
Nursing. 

Miss Chinnery has had experience in 
nursing arts, pediatric nursing, and civil 
defense disaster nursing. She worked 
for the Red Cross and served as a 2nd 
Lieutenant in the Army Nurse Corps 
in 1945-46. At present she is district 
secretary of New York State Nurses As- 
sociation. 

Rita Clare has been an instructor in 
public health nursing and has served 
as staff nurse in Cumberland Hospital 
and in Borgon Pines Hospital for Com- 
municable Diseases. She was also staff 
nurse, assistant supervisor, and super- 
visor of nurses at Visiting Nurse Service 


of New York. 
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— hospital attendant who hates 
Negroes, Catholics or Jews is like- 
ly to have the same attitude toward 
mental patients and treat them as dan- 
gerous and having low status.” Under 
the heading, “Attitude of Attendant Af- 
fects Mental Patient,” this disturbing 
statement appeared in the September 12 
issue of Science News Letter follow- 
ing the results of a study of psychologi- 
cal attitudes found in hospital employ- 
ees at the Franklin D. Roosevelt Veter- 
ans Administration Hospital at Mont- 
rose, New York. Just as former mental 
patients are sensitive to the manner in 
which society accepts them following 
their illness, these people are deeply in- 
fluenced by the attitudes toward them 
during their confinement. 

At the convention of the American 
Psychological Association in Cincinnati, 
Dr. Jacob Cohen of New York Univer- 
sity and Dr. E. C. Struening of the 
Montrose Veterans Administration Hos- 
pital — who conducted the study — re- 
ported that many of the personnel in 
mental institutions were highly preju- 
diced individuals. 


Prejudice Among Personnel 


In the article five types of attitudes 
are described. Type A is referred to as 
“authoritarianism,” in which workers 
are believed to be influenced by racial 
and religious prejudice. Such personnel 
consider that patients are dangerous, 
unpredictable, and should be institu- 
tionalized mainly for the protection of 
the general public. 

Another group of hospital employees 
were found to have a “kindly, paternal- 
istic” attitude toward the sick. This B 
Type looked upon patients as unruly 
children requiring care and supervision. 

According to the article a more hu- 
mane approach to the sick—attitude C 
—is revealed by the psychiatrist, psy- 
chologist, and social worker, whose atti- 
tudes differ considerably from those of 
other hospital employees. These profes- 
sionals realize that patients are hospital- 
ized primarily in order to be helped and 
that they have more similarities than 
differences, vis-a-vis nonpatients. 

The last types described are D and 
E. “One emphasizes the need to restrict 
patients during and after hospitalization 
to protect society,” states the article. 
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“The other is concerned with the im- 
portance of interpersonal relationships, 
especially early love deprivation.” 


Cure or Carrier? 


The October 12 issue of Time Maga- 
zine carried a revealing item called 
“Danger in the Hospital.” The gist of it 
is the potentially fatal infections that 
patients pick up after they have been 
hospitalized. The article flatly asserts: 
“Doctors and nurses are the greatest 
menace; in some areas, 67% of them are 
healthy carriers of hot staph, as against 
30% of their patients.” 

An example of these germs carried 
about by hospital personnel is cited in 
the operating room of one Boston hos- 
pital where a microbiologist took air 
samples outside a surgeon’s mask—the 
conventional gauze, double-thickness, 
sterile type. She discovered a high bac- 
teria count which had penetrated the 
mask and spread in the air. Cultures 
taken from the doctor’s nose and throat 
after the operation revealed him to be 
a carrier of staphylococcus aureus. 


Anti-Infection Campaign 


The article mentions a medical con- 
vention at Atlantic City at which sur- 
geons declared that hospital infection 
is currently their most urgent problem. 
At the convention, where hospitals had 
scientific exhibits, Huggins Hospital of 
Wolfeboro, New Hampshire, described 
its anti-infection program. At Huggins 
the floors, walls, and furniture in the 
operating rooms and corridors are 
scrubbed frequently with a fresh dis- 
infectant - detergent solution. Before 
and between operations the floor inside 
the O.R. is washed with the solution; 
a wet-pickup vacuum removes any ex- 
cess. “Ultraviolet lamp tubes girdle 
the operating room, high enough to 
offer no risk of skin burns,” reports the 
article. 

An important point in the program 
at Huggins Hospital is utilization of a 
room called the “exchange area.” Lo- 
cated between corridor and operating 
suite, this is the dressing room bor plac- 
ing booties over shoes and for dressing 
stretcher patients in sterile gowns and 
masks. 

Time states that the most significant 


aspect of the anti-infection campaign 
at this hospital is the use of the fitted 
filter mask. According to Dr. Ralph 
Adams of Boston University, who oper- 
ates at Huggins, this type of oth 
the “only sure preventive of bacterial 
infection _—- from doctor to pa- 
tient.” The mask preferred by Dr. 
Adams has two layers of copper wire 
cloth (mosquito screening) with a layer 
of Fiberglas (in the form of Filter- 
down) in between. Since the holes in 
the filter are half the size of the 
staphylococci, the bacteria are unable 
to penetrate the mask. 

The article declares that the rate of 
infection after operations in most hos- 
pitals climbs to five per cent, with a 
two per cent rate in the best institu- 
tions. At Huggins, before its intensive 
anti-infection program, the rate was 1.4 
per cent. Infection now has been low- 
ered to .25 per cent, indicating two 
cases in 800. 

The article concludes in a jocular 
vein with a comment by a doctor. He 
calls the mask, “the thinking surgeon’s 
filter!” 


Newsweek's September 21 issue 
doesn’t give any answers as to how 
nurses should respond to moribund pa- 
tients, but in the article, “Tell the 
Dying,” it prints some illuminating 
comments made by British physicians 
and clergymen on the perennial sub- 
ject: Should an incurably ill patient be 
told that he is going to die? 

The article reports that Dr. Harley 
Williams, editor of The Chest and Heart 
Bulletin, has presented to the public 
open discussions on this issue. He en- 
gaged eminent doctors and clergymen 
to write a series of articles on “Should 
the Dying Be Told?” The three pub- 
lished articles have created a stir in 
England. Prior to the series, Dr. Wil- 
liams expressed the belief that doctors 
are reluctant to tell patients the truth 
because “in nine case out of ten the 
patient will lose the greatest tranquil- 
lizer of all—hope.” 


To Tell or Not To Tell 


Of the six authors expressing their 
views, only one stated that the truth 
can kill. The others shared the opin- 

(continued on page 33) 
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The interests and personality 
of the student— 

as well as the problems 

she will face in her 
profession—play an 

integral role in developing 


orientation courses. 


by LOUISE WIEDMER, R.N. 
Assistant Professor of Nursing, 
Medical College of Virginia 


HE course in Orientation to Nurs- 

ing, high lighted with its worth- 
while projects, has proved effective and 
essential in the Baccalaureate Degree 
Program of Nursing at Medical Col 
lege of Virginia, Richmond, Virginia. 
This 
dents with a concept of the nursing pro- 
fession and some of the factors neces- 
sary for becoming a professional nurse. 


course provides freshmen stu- 


Because of today’s complex society 
and the many and varied adjustments 
beginning students must make in a 
school of we believe a care- 
fully planned orientation course should 
precede the course in Fundamentals of 
Nursing. Even though some students do 
demonstrate ability to 
make the adjustments, all 
students need some assistance and guid- 


nursing, 


considerable 


necessary 


ance in becoming acquainted with the 
profession in which they will devote 
time and talent. Since schools of nurs- 
are challenged to prepare 
professional nurses capable of assum- 
ing a great deal of responsibility, it is 
essential for beginning students to be 
and progress 
steadily in acquiring a good foundation 
for their future career. 


ing today 


assisted encouraged to 


Planning the Course 


In planning the orientation course, 


~- 


Witnessing an operation from the gallery is impressive to beginning students be- 
cause it permits them to observe just how physicians and nurses work as a team. 


Orienting Freshman Students 


consideration is given to: (1) what the 
faculty considers essential, (2) what 
the students feel they need to help 
them enjoy, understand, and accept 
their places in nursing, (3) which 
areas should be given the most con- 
sideration, (4) the method of presen- 
tation, (5) the elimination of outmoded 
concepts of nursing, (6) the inclusion 
of current trends, (7) effective utiliza- 
tion of allotted time, and (8) construc- 
ting the curriculum to provide a sound 
educational foundation. 

The orientation course is planned 
somewhat differently from other 
courses. Using the faculty’s suggestions, 
the teacher writes broad objectives 
based on a culmination of ideas. Then 
several feasible plans with an appro- 
priate reading list are designed for ac- 
complishing these goals. In order that 
the students have an opportunity to 
offer suggestions for the development 
of the course, the outline is not com- 
pleted until immediately after the first 
class. 

When introducing the course, its 
purpose, suggested objectives, and bib- 
liography including books and articles 
are given to the students. A class dis- 
cussion is encouraged to determine 
areas needing more emphasis. Ques- 
tions are directed along channels that 
help to disclose the answers to: (1) 


to Nursing 


What information is necessary? (2) 
Why is it necessary? (3) What are the 
best ways of gaining it? 

Students are asked to list suggestions 
of activities and lectures they believe 
would be helpful in orienting them to 
nursing. After these suggestions are 
summarized, students are informed as 
to the probability of implementing their 
ideas. Decisions depend largely on the 
amount of time required and whether 
the suggestions are practical and in 
harmony with the institution’s policies. 
We believe students are inclined to 
demonstrate more interest and learn 
more if they have a part in developing 
such a course. 

A well organized and correctly writ- 
ten autobiography from each student 
serves several purposes. It helps the 
teacher to understand the students’ dif- 
ferences and characteristic qualities. It 
reveals any present understanding of 
nursing. Too, this information can be 
quite useful when interpreting the rea- 
sons for the students’ difficulties and/ 
or accomplishments in theory and 
clinical situations later in their program. 


Learning Experiences 

After careful consideration is given 
to the objectives and subject matter 
content of the course, numerous and 
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varied learning experiences are selected 
based on the needs of the particular 
class. Not any two of these courses in 
orientation are identical, but they are 
similar. 

Lectures and discussions are planned 
to include pertinent material that may 
be difficult for the students to under- 
stand. In these, nursing with its differ- 
ent levels and areas is defined. Charac- 
teristics of a beginning student are dis- 
cussed and some of the changes neces- 
sary for her to make are interpreted. An 
analysis is made of how it feels to be 
hospitalized. Some of the physicians’ 
viewpoints of nursing as well as those 
of the public are considered important 
to learn. These lectures and others, 
along with examples of valuable experi- 
ences in practicing the profession, stim- 
ulate beginning students’ interest in 
their program in nursing and assist 
them to comprehend the scope of nurs- 
ing in a more meaningful way. 

Outside lecturers are selected on the 
basis of leadership, dynamic approach, 
and ability to exemplify the ideals of 
the nursing profession. Those who par- 
ticipate in the teaching are the director 
of the hospital division, director of the 
department of nursing, faculty mem- 
bers, upper classmen, and others. A 
twofold purpose is served by orienting 
students to the profession of nursing and 
by acquainting them with some of the 
people in leadership positions in the 
hospital. 

A bibliography of required and sug- 
gested readings is usually appreciated 
by the students. Assigned appropriate 
articles in the journals of nursing in- 
clude information on the meaning of 
nursing, reasons for choosing a career 
in nursing, some trends in nursing prac- 
tice, opportunities in nursing, desirable 
qualities for a nurse, and the satisfac- 
tions a nurse should experience through 
the practice of her profession. Some 
material on study habits and a few easy- 
to-read books describing some of the 
opportunities in a career in nursing are 
available, valuable, and interesting to 
freshmen students. If one considers the 
amount of time they spend on other 
courses carried at the same time, this 
additional reading is commendable. 

A few selected trips to community 
agencies including nursing homes are 
some ways of creating interest in the 
welfare of people, the communitiy, and 
some aspects of nursing. Values re- 
ceived from these visits are: (1) a re- 
alization of the number of aged people 
in the population, (2) an awareness of 
their needs and care received, (3) some 
knowledge of available aid for assisting 
people to become useful citizens, and 
(4) a better understanding of people 
and their problems. 

A planned tour of Medical College 
Hospitals is anticipated with pleasure 
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Students are given an opportunity to observe patients in the occupational therapy 
at Richmond Nursing Home and gain insights into some of the problems of the aged. 


and interest, and the students would be 
unhappy if it was omitted. Observations 
they should make and information to be 
gained are discussed prior to the tour. 
Without this believe 
much value from the experiences would 
be lost. Benefits derived are: (1) a 
knowledge of the departments of the 
hospital and their functions, (2) an in- 
sight into the types of hospital person- 
nel, their functions, and the uniforms 
they wear, (3) an awareness of the 
classification of patients, and (4) some 
knowledge of hospital equipment. 
Viewing the newborn babies from the 
window, observing 
workers giving patient care, seeing the 


discussion, we 


nursery various 


large supply of medications in the 


pharmacy, looking at the hospital artist’s 
anatomical drawings, and observing pa- 
tients receiving services in the beauty 


shop are only a few of the observations 
that motivate freshmen students to de- 
sire more to become members of the 
profession in nursing. Also, they realize 
there are many workers assuming varied 
responsibilities for one purpose — the 
patient. 

An opportunity is provided for the 
students to view an operation from the 
gallery. This is impressive to beginning 
students, because they observe physi- 
cians and nurses working as a team in 
a very dramatic and important role. 
Occasionally one or two students be- 
come pale but never want to leave for 
fear of missing something. They tell us 
they learn a great deal from this ob- 
servance; that they have a feeling of 
belonging to a wonderful profession; 
and are looking forward to the day 
when they can participate as team mem- 


Learning how to care for hospital equipment provides opportunity to understand 


principles of preventing 


infection and become familiar with clinical equipment. 





This student is reporting several of her findings to the rest of the class in freshman 


orientation. Exchange of ideas and 


bers in the operating room 

One laboratory on cleaning hospital 
equipment provides an opportunity for 
the student to: (1) practice some prin- 
ciples which are essential in preventing 
innke cthons, (2) learn to prov ide an en- 
vironment with esthetic factors, and (3) 
become familiar with some equipment 
they will use in their first clinical ex- 
perience he this 
are achieved by the teacher reviewing 
the principles, demonstrating the pro- 


purposes of class 


cedure, and supervising the perform- 
ince of students 

Several movies, pertinent to the sub- 
iect matter, are shown at appropriate 
times. These add variety to the classes 
ind are informative, interesting, and re- 
laxing. The ones selected concern: (1) 
functions of the schools and hospitals 


it Medical College of Virginia, (2) 


subsequent 


evaluation are important. 


demonstrations of good public and in- 


terpersonal relations, (3) accident pre- 
vention in hospitals, (4) demonstration 
of courtesy and tact used to accomplish 
goals, and (5) some factors concerning 
the health status of the State of Virginia. 

After a few interviewing technics are 
discussed, students are assigned to visit 
with carefully selected patients for the 
purpose of eliminating fear in their first 
clinical 
Nursing 


practice in Fundamentals of 


These communications 
the students a feeling of being accepted 
by patients and having a place in the 
hospital situation as well as in the 


school of nursing. This is due mainly 


give 


to the warm welcome they receive. 
Many have the idea 
that most patients admitted to the hos- 
pital are gravely ill. When they go into 
the unit they are pleasantly surprised 


young nurses 


Viewing the newborn babies through the nursery window is only one of many ac- 
tivities that motivate freshmen to desire to become members of the profession. 


to find a large number of patients able 
to carry on a conversation; thus fear of 
inability to communicate with sick peo- 
ple soon vanishes. From this visit the 
students develop an insight into the 
need to become good listeners, to be un- 
derstanding, and to have a deeper in- 
terest and love for mankind, Also they 
begin to realize the importance of com- 
munication if they are to serve effec- 
tively as professional nurses. 


Group Projects 


The projects are selected carefully 
and are developed from an educational 
viewpoint. The requirements are: (1) 
The projects must be interesting and 
educational. (2) The students must 
work in groups rather than individually. 
Approximately two weeks are allowed 
for the students to organize their group 
and formulate ideas they wish to de- 
velop. Then they are given assistance 
with the completion of plans, and guid- 
ance is provided as needed until the 
projects are finished. 

Students volunteer to prepare a panel 
discussion on some book that is en- 
lightening on answers to such ques- 
tions as: (1) What is the meaning, and 
the general implication, of the term 
‘patient’? (2) What qualities are de- 
sirable in a good nurse? (3) What are 
some situations in which the nurse will 
find herself that require her to consider 
the rights of others and so forth? Such 
pertinent questions as these are given 
to each class member when the project 
is presented. This helps to hold the 
students’ interest and makes the panel 
discussion more meaningful. 

There are many books that one would 
like to assign for review and panel dis- 
but in consideration of the 
number of readings in other courses, 
these are kept at a minimum. 

Students are concerned in knowing 
of the research projects being conducted 
at Medical College of Virginia so they 
will be better informed about the in- 
stitution. Questions of interest are: (1) 
What are the projects? (2) What are 
the purposes? (3) What is the cost? (4) 
Who is doing the research? and (5) 
What bearing does this research have 
on the future of nursing and on Medical 
College of Virginia? In addition to what 
the students learn they acquire a feeling 
of being part of a progressive institu- 
tion. We hope, too, that by learning 
what research is being conducted in 
various departments the students will 
become aware of the need for it in nurs- 
ing. 

Each year a group of students study 
some aspects of the utilization of sup- 
plies, and for several days tours of the 
hospital are made at different hours to 
find evidences of waste or misuse of 
various materials. The students ask the 


cussions, 
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head nurses, supervisors, housekeepers, 
and other personnel questions concern- 
ing the project. Such factors as the 
amount of money spent and the num- 
ber of items purchased cause the stu- 
dents to question if these supplies are 
used for their intended purposes. Also, 
it is difficult for them to believe facts 
and figures concerning this part of the 
hospital budget. 

At the beginning of the project some 
able to find much 
waste, but after a fairly intensive study 
a multitude of “small things” are found. 
By the time the project is completed 
each one is convinced that she can help 
reduce the hospital budget by trving 
to economize and by teaching others 
to do the same. 

Other values from this project are: 
(1) The students learn to observe more 
carefully. (2) They see some waste and 
misuse of supplies rather than read or 
hear about it. (3) They realize it does 
not require additional time to turn off 
unused lights, turn off dripping water 
faucets, eliminate the use of 
paper towels when one would suffice, 
and so forth. (4) They become aware 
that supplies should be used for their 
intended purposes. 

One group of students decided they 
could learn classmen_ by 
studying some problems that confronted 
them and then using the information 
obtained to assist their group to adjust 
easily to nursing. With guidance, they 
constructed a questionnaire and gave it 


students are not 


several 


from upper 


to each of the sophomore, junior, and 


senior students. Results of these ques- 
tionnaires tabulated, 
and summarized. Examples of questions 
studied were: (1) What problem con- 
cerning the patient has concerned you 
most? (2) Has your clinical experience 
in the hospital been what vou expected? 


were reviewed, 


These students examine some of the medications kept in the hospital pharmacy. 
They begin to realize how many workers are needed to assume responsibility. 


(3) What were some adjustments you 
had to make when a freshman student? 
(4) What suggestions can you give to 
assist a freshman student to adjust 
easily and quickly to the profession of 
nursing? Approximately thirty questions 
of this type were included in the ques- 
tionnaire. 

Faculty give 
some guidance to clarify misconcep- 
tions, but this type of project has been 
invaluable. Despite the range of proj- 
ects, with conscientious 
from older students make a strong im- 
pression on younger students. For ex- 
ample, it is more meaningful for upper 
classmen freshmen 
to practice good study habits than it is 
for a faculty member to give the same 


members needed to 


those 


to advise students 


cvuidance. 


One group studied the previous 


By interviewing patients, first year nursing students slowly lose their fear of the 
sick and learn the ways in which they can implement their desire to help the patient. 
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advice 


year’s medication errors made on all 
units of the hospital by obtaining and 
summarizing error reports filed in the 
Department of Nursing office. Interest- 
ing questions concerning these were: 
(1) What errors are made? (2) Who 
makes them? (3) Where are they 
made? (4) On what tour of duty do 
they occur? and (5) What are the rea- 
sons for the errors? The students think 
this study is worth while in that it will 
make them more careful when they as- 
sume responsibility for giving medica- 
tions. 

Resignations of nursing personnel 
were studied in a similar way. Students 
learn about the turnover in nursing, 
why the personnel left, what season of 
the vear they left, and other pertinent 
factors. This report also helps the class 
to realize the shortage of personnel by 
making them aware that there are many 
times more nurses resigning for various 
reasons than the hospital can find to 
replace them. 

Students who believed they would 
be interested in missionary nursing did 
this study by interviewing any avail- 
able nurses who had been missionaries 
and by doing library research. They 
learned the requirements for mission- 
ary nursing, something about its prac- 
tices, where missionaries are stationed, 
and the many satisfactions 
from this type of nursing. 

Other projects chosen and studied 
were functions of the World Health 
Organization, functions of out-patient 
clinics, and dormitory life of college 


and schools of nursing. 


received 


Each of the projects is presented to 
the class toward completion of the 
course. Various methods for presenta 
tion are planned to maintain and stimu 
late well as to meet the 

(continued on page 33) 
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The second of three articles based on Dr. Gelber’s study 
“Released Mental Patients on Tranquilizing Drugs 


and the Public Health Nurse” supplies 
statistical data to answer the question: 


by IDA GELBER, R.N., Ed.D. 
Research Consultant, New York 
City Department of Health, 

Office of Research and Development, 
New York City 


N last month’s article the writer gave 

substantive data to support a theo- 
retical claim that a follow-up program 
is necessary for released mental patients 
on tranquilizing drugs. Five implica- 
tions were developed. They are: 

1. The significant action of the tran- 
quilizing drugs is their ability to 
reduce disturbed behavior, ten- 
sion, and anxiety without pro- 
ducing sleep; their action en- 
courages accessibility to psycho- 
therapy and to other adjunctive 
therapies. 

Maintenance doses of tranquiliz- 
ing drugs enable patients who 
have not yet made a complete 
social recovery to be released 
from mental hospitals. 
Continuance of drug therapy in 
selected patients tends to limit 
relapse and avoid readmission to 
the mental hospital. 

The use of tranquilizing drugs in 
posthospital care of mental pa- 
tients creates the need for a fol- 
low-up program. 

The public health nurse is recog- 
nized as a key figure in commu- 
nity programs of mental health. 

Intensive review of the related litera- 

ture revealed little pertinent informa- 
tion about released mental patients on 
chemotherapy. All professional groups 
involved in the care of the mentally ill 
are concerned about the status of these 
patients and mention the need for ade- 
quate posthospital supervision. 


Questionnaire 


In the absence of conclusive informa- 
tion about released mental patients on 
tranquilizing drugs a questionnaire was 
devised to elicit certain facts, opinions, 
and trends from informed, competent 
people in the field of mental health. 
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Do State Hospitals Provide Adequate 


Posthospital Care for the Mental Patient? 


The primary purpose of the question- 
naire was to determine what charac- 
teristics of people returning from men- 
tal hospitals on drugs had implications 
for a follow-up program. 

The director of the mental hospital 
authority in each of the eighteen states 
registered in the Model Reporting Area 
(see Table 1) received a questionnaire 
accompanied by an explanatory letter. 
After three weeks follow-up letters were 
sent to those who had not replied. All 
questionnaires (100 per cent) were re- 
turned within seven weeks. 

In Table II the geographic represen- 
tation of the states is shown. Inasmuch 
as the states are not representative for 
the country, they were classified into 
arbitrary regional groups. The states 
represented, however, treat 70 per cent 
of the nation’s mentally ill in their state 
mental hospitals." 

In most cases, the recipients of the 
questionnaire showed interest and co- 
operation. Included were _ statistical 
data, other supportive information, and 
letters describing particular problems 
and concern about these patients. Many 
expressed interest in the outcome of the 
study. 

The questions (see Table III) were 
designed to gain information from a 
valid source regarding the released 
mental patient on tranquilizing drugs. 
The questions were prepared with con- 
sideration of the information needed for 
the study as well as the extent to which 
such data could be obtained from mem- 
bers of the Model Reporting Area. The 
questionnaire was subjected to sam- 
pling, revision, and review by experts 
before it was considered a valid instru- 
ment. 

While many items of the question- 
naire invited comment, other “write- 
ins” were added according to the re- 
cipient’s particular interest. A summary 
of the responses follow with special 
reference to the major areas covered in 
the questionnaire. 


Influence of Drugs 


The mentally ill make up the largest 
single group of the nation’s hospital 
population. In recent years, admissions 
to mental hospitals have been increas- 
ing. Therefore, an increase in rate of 
release would create greater demands 
for posthospital programs. Questions 1 
and 2— “Has there been any change in 
rate of releases from your state mental 
hospitals in 1955-1956?” and “If in- 
creased, can this be attributed to use 
of tranquilizing drugs?’—were asked 
accordingly. There was major agree- 
ment (94 per cent) that rates had in- 
creased: fifty per cent felt the drugs 
were responsible, and 27 per cent con- 
sidered drugs partly responsible along 
with other factors such as increased 
personnel and rehabilitation programs. 


Return to Family 


Interpersonal family relationships are 
considered vitally important in the de- 
velopment of mental illness as well as 
in the readjustment phase of the post- 
hospital period. 

A program of follow-up care should 
consider the emotionally and environ- 
mental factors which may affect the 
patient’s rehabilitation. In answer to 
Question 3—“Do most patients return 
to the same family situation they left 
prior to hospitalization?” — it was seen 
that most patients (94 per cent) re- 
turned to same environment in which 
their illness was first recognized. 

Many families are eager to welcome 
the returning patient, while in others 
there may be conditions that are detri- 
mental to recovery. Occasionally the pa- 
tient may disrupt the family welfare. 
Some families, because of limited 
knowledge, fear, or concern for their 
status in the community, may be reluc- 
tant or unable to assist the patient to 
rebuild his life outside the hospital 
walls. It is generally known that many 
patients remain in the wards of hospi- 
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tals because they no longer have fami- 
lies or because their families will not 
accept them after their hospitalization. 

The main purpose of psychiatric care 


is the restoration of the patient to sat- 
isfactory community living. Families 
should be helped and encouraged to ac- 
cept these family members and where 


TABLE | 
STATE MENTAL HOSPITAL AUTHORITIES* 


ARKANSAS 


Superintendent 


Arkansas State Hospital 
Little Rock 


. CALIFORNIA 


Director 


State Departm nt of Mental Hygiene 
State Office Building 
Sacramento 


. ILLINOIS 


Director 


State Department of Public Welfare 
Springfield 


. INDIANA 


Commissioner 


Division of Mental Health 
Indianapolis 


KANSAS 


Director 


State Department of Social Welfare of Kansas 
Topeka 


. LOUISIANA 


Chairman of the Board 


State Department of Insti ‘tions 
Baton Rouge 


. MICHIGAN 


Director 


State Department of Mental Health 
Cass Building 
Lansing 16 


. MINNESOTA 


Director 


Department of Public Welfare 
410 Globe Building 
St. Paul 


. NEBRASKA 


Director 


State Division of Public Welfare 
Lincoln 9 


. NEW JERSEY 


Commissioner 


State Department of Institutions and Agencies 
Trenton 7 


. NEW YORK 


Commissioner 


State Department of Mental Hygiene 
State Office Building 
Albany 1 


. OHIO 


Commissioner 


Ohio Department of Mental Hygiene and Correction 
Columbus 16 


OKLAHOMA 


Director 


Department of Mental Health 
Oklahoma City 


PENNSYLVANIA 


Director 


Bureau of Mental Health 
State Department of Welfare 
Harrisburg 


Medical Director 

Board for Texas State Hospitals and Special Schools 
Capitol Station 

Austin 


. VIRGINIA 


Commissioner 


State Department of Mental Hygiene and Hospitals 
9 North 12th Street 
Richmond 


. WASHINGTON 


Director 


Department of State Institutions 
Olympia 


. WISCONSIN 


Director 


Division of Mental Hygiene 
State Department of Public Welfare 
Madison 5 


*These states have membership in the Model Reporting Area—membership in which assumes the 
responsibility of making available to reputable investigators data that are essential for mental 


health research. 
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this is not possible provisions should be 
made for finding adequate homes else- 


where in the community. 


Readmission 


The success of a follow-up program 
may be determined in part by its 
ability to maintain patients outside the 
hospital. Should readmission be fre- 
quent, it might be inferred that this 
is related to lack of adequate posthos- 
pital programs. In answer to Question 
4 — “which group of patients is more 
frequently readmitted to mental hospi- 
tals?” — it was evident that patients 
were readmitted to hospitals. Sixty- 
seven per cent stated “occasionally” 
and 22 per cent mentioned “fre- 
quently.” The 11 per cent who “Don’t 
know” added comments regarding lack 
of data. Some mentioned their inability 
to answer and supplied such essential 
information as the fact that readmission 
was a direct result of the lack of post- 
hospital supervision for these patients. 

Responses to Question 5 —“Which 
group of patients is more frequently 
readmitted?” — gave no definitive data. 
Fifty-six per cent attributed readmis- 
sions to those “not on drugs” and the 
rest “Don’t know.” It would seem that 
patients on drugs are less frequently re- 
admitted; however, there is great need 
to investigate readmission rates fully in 
terms of these two variables. 


Trial Home Visit 


Patients are often hospitalized for 
years before there is sufficient improve- 
ment to warrant leaving the protective 
hospital environment. With many the 
first real progress has been precipitated 
by the action of the tranquilizing drugs. 
While return to the community is a 
major goal of therapy, coming home 
may involve serious social and emo- 
tional adjustments. The old environ- 
ment may have changed physically as 
well as in regard to job, friends, and 
family. 

The trial visit is considered a proba- 
tionary experience in community living 
with the results influential in determin- 
ing readiness for release from the hos- 
pital. Questions 6, 7, and 8 were de- 
signed to gain information about exist- 
ence of trial visits; extent of visits made 
by professional workers during this 
period, and type of worker making 
home visit. 

In all states except one trial visits 
were a frequent practice before patient 
was released. However, it is apparent 
that few patients were visited by pro- 
fessional workers at home. Some of the 
“write-ins” are revealing and indicated 
reasons for the limitation of the pro- 
gram. 

1. “We do not have trained person- 
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nel to make visits—use of drugs 
makes it more imperative to have 
such people.” 

“Not enough funds for home 
visits.” 

“Distances too remote for social 
workers.” 

4. “Good idea—do not have workers 

to make such visits.” 

The type of services rendered the pa- 
tient home on trial visit should be di- 
rected to his individual requirements. 
The worker who visits this patient 
should be cognizant of modern psychi- 
atric treatment as it applies to tran- 
quilizing drugs as well as to problems 
of social adjustment. She should be 
aware of the patient's hospital back- 
ground and the mechanics of hospital 
administration. Thus she can receive 
and render reports that will help to 
individualize the care of the patient and 
acquaint the hospital with his progress. 

In those situations in which profes- 
sional workers visited the patient at 
home during the trial period, 789 of 
the visits were made by social workers. 
In only two states (in the Midwest and 
Southwest) were public health nurses 
making such visits. 


Orienting the Family 


To many people mental illness may 
conjure up concepts of strangeness — 
the old satanic theory of mental illness 
tempered by humane treatment. Ideas 
of hereditary causation persist in spite 
of the findings of modern psychiatry. 
Families are influenced by prevalent at- 
titudes, and their anxiety and concern 
not only are directed to the patient but 
also reflect the concern of the family 
for itself. A follow-up program should 
be concerned with the total family wel- 
fare and the impact of family attitudes 
on the patient's rehabilitation. Ques- 
tions 10 and 11 were asked in an effort 
to discover with what frequency fami- 
lies were advised about mental illness 
and at what point in the course of hos- 
pitalization. Almost all states (17) had 
some provision for family education al- 
though all but two commented on the 
limitations of this program because of 
lack of personnel. Most states instruct 
their families before release of the pa- 
tient. Only two states did so after 
release and this was done when patient 
and family member returned to after- 
care clinic or hospital out-patient de- 
partment. 

The “write-ins” revealed some of the 
concerns of the mental hospital authori- 
ties about the help they give families: 

1. “Programs vary in the hospital — 

according to personnel available.” 

2. “Sketchy and incomplete, because 

of lack of personnel and long dis- 
tances.” 


“Do not 


have 


personnel — do 


TABLE II 
REGIONAL GROUPING OF STATES IN MODEL REPORTING AREA 


East Midwest 


New York 
New Jersey 
Pennsylvania 
Virninia 


Michigan 
Indiana 
Wisconsin 
Minnesota 
Nebraska 
Kansas 
Illinois 


Far West Southwest 
Oklahoma 
Arkansas 
Lovisiana 
Texas 


California 
Washington 


TABLE Ill 


Questions Related to Released Patients 
from State Mental Hospitals on 
Tranquilizing Drug Therapy 


State 


._Mental Hospital Authority 


Please check the response you consider most adequate to the question. 


Return the completed questionnaire to 


Has there been any change in rate of re- 
leases from your state mental hospitals in 
1955-1956? 


If increased, can this be attributed to use 
of tranquilizing drugs? 


Do most patients return to the same fam- 
ily situation they left prior to hospitaliza- 
tion? 


How frequently are patients on tranquiliz- 
ing drugs readmitted to mental hospitals? 


Which group of patients is more frequent- 
ly readmitted? 


Are patients sent home on trial before 


release? 


If patients are sent home on trial how 
much time is involved? 


Is patient visited by professional worker 
while home on trial basis? 


If patient is visited, by whom is visit made? 


10. Is there a program of family education 
concerning the released patient and his 
needs? 


. Increase 
2. Decrease 
. Don’t know 


. Yes 

. No 

. Don’t know 
. Comment 


. Yes 

. No 

. Don’t know 
. Comment 


_1. Very often 
. Frequently 
. Occasionally 
. Rarely 
. Never 


. On tranquilizing drugs 
. Not on tranquilizing drugs 
. Don’t know 


. Very often 

. Frequently 

. Occasionally 
. Rarely 

. Never 


. Less than 1 week 
. 1 to 4 weeks 

3. 1 to 3 months 
. Other (write in) 


. Nearly always 
. Frequently 

. Occasionally 
. Rarely 

. Never 


. Social worker 

. Hospital nurse 

. Public health nurse 
. Other (write in) 


. Yes 

. No 

. Don’t know 
. Comment 
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if yes, when is this help given? 


Who is generally responsible for the super. 
vision of the released patient? 


Do patients continue taking tranquilizing 
drugs recommended? 


What do you consider the three outstand- 
ing needs of released mental patients on 
tranquilizing drug therapy? 


In your informed opinion, are existing 
follow-up programs adequate to meet the 
needs of these patients? 


As the use of tranquilizing drugs widens 
do you anticipate increased releases from 
state mental hospitals? 


Are mental patient data regarding ad- 
missions, releases, and readmissions avail- 
able (for 1950 to 1956) from mental hos- 
pitals in your state? 


Do you find cause for increasing concern 
about the posthospital status of those on 
tranquilizing drugs? 


What would be your :eaction to a recom- 
mendation for a public health nursing fol- 
low-up program? 


what we can at hospital. Would 
like to develop a real program to 
educate families.” 

“Program is spotty because of 
lack of trained people and family 
disinterest.” 

“Do so when resources available.” 
“Some hospitals have structured 
programs and formal group meet- 
ing; others have no personnel 
for follow-up visits.” 


Supervision 

Release status is the first step in re- 
turn to living outside the institution. 
Personal liberty, however, does not nec- 
essarily mean liberation from the prob- 
lems which may have precipitated the 


illness. Psychiatric therapy is often re-. 


quired, and patients released on tran- 
quilizing drugs must continue the pre- 
scribed chemotherapy in order to main- 
tain their improvement. This requires 
supervision of the patient during re- 
lease period. Supervision, however, 
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1. Before release 
___—_2. On release 

3. After release 

_4. Don’t know 


_.1. Patient 
_2. Family 

.3. Aftercare clinic 
____.4, Private physician 
_____5, Other (write in) 


1. Nearly always 

_2. Frequently 

.3. Occasionally 
__4. Rarely 


a 
—— | 
_3. Don’t know 
4. Comment 


_1. Yes 
— 
3. Don’t know 


1. Yes 
_2. No 
.3. Comment 





If available, please send these statistics with 
your completed questionnaire. 


Comment 





should be compatible with the atmos- 
phere of freedom the newly released 
patient has acquired; it should not be 
police surveillance designed merely to 
keep the patient out of trouble. Also, 
adequate supervision implies giving di- 
rection to the patient's re-entry into 
society and maintaining evaluation of 
his progress. 

A program of posthospital care would 
require close liaison with the agent re- 
sponsible for the patient’s supervision. 
The kind of supervision would be re- 
flected by agent having this respon- 
sibility. In response to Question 12 — 
“Who is generally responsible for the 
supervision of released patients?” — it is 
obvious that the family was most often 
responsible (50 per cent). In three 
states supervision was undertaken by 
aftercare clinics and hospital social 
service department. In one state patient 
was designated as his own supervising 
agent. Twenty-seven per cent of the 
respondents used any of these resources. 


Do Patients Stay on Drugs? 


Considerable psychiatric improve- 
ment has been attributed to ataractic 
drugs. However, there is considerable 
scepticism as to whether therapy is 
maintained, and the relationship to re- 
lapse and readmission.* For all regions 
there was high degree of agreement. 
Eighty-three per cent answered to 
“Nearly always” and “frequently,” while 
17 per cent “Don’t know.” From the 
data it can be stated that most patients 
stay on drugs, but in the absence of 
adequate follow-up the mental hospital 
authorities were of the opinion that it 
was not possible to make this assertion 
conclusively. 

This is an area worthy of further in- 
vestigation. If it can be assumed that 
continuance of the drugs will limit hos- 
pital readmission, then supervision of 
the released patient with the purpose of 
determining adherence to the pre- 
scribed medication becomes an impor- 
tant part of a follow-up program. 


Follow-up Programs 


One of the major findings of the Pres- 
idents Commission on the Health Needs 
of the Nation emphasized, “A major 
deficit in the treatment and rehabilita- 
tion of the mentally ill is the lack of 
continuity in the care of patient. There 
is almost total lack of follow-up after 
patients are discharged from hospitali- 
zation.” * This conclusion was made be- 
fore the advent of the tranquilizing 
drugs which makes this statement even 
more significant, Question 15 — “In your 
informed opinion are existing follow-up 
programs adequate to meet the needs 
of these patients?” —was included to 
get a wide range of expert opinion on 
the current adequacy of follow-up pro- 
grams. The responses indicated an 
overwhelming lack of follow-up serv- 
ices. Eighty-nine per cent emphatically 
answered “No” regarding adequacy of 
follow-up programs. 

If current programs are inadequate, 
further increase in rate of releases would 
impose even greater demands on al- 
ready burdened facilities. A projected 
rate would be helpful in planning fu- 
ture programs. Respondents were of 
mixed opinions. Fifty per cent antici- 
pated rate would increase, and 33 per 
cent “Don’t know” and explained their 
uncertainty with the following: 

1. “Release rates will stabilize at 
some point.” 

“The area needs to be explored.” 
“Increase may be due to other 
factors besides drugs.” 


2. 
3 


Trends (1950-1956) 


It was anticipated that statistical data 
(continued on page 33) 
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CONVENTION REPORT 


Views 


Progress 


Predictions 


The recent meetings of the New York State Nurses Association stressed 
the need for new perspectives and reviewed the philosophies and concepts 
concerning the nursing profession which have emerged to date. 


ry HE meetings of the New York State 
Nurses Association held recently in 
New York City were both serious and 
dramatic. hey gave evidence of the 
new philosophies and the new concepts 
that have emerged and are constantly 
evolving, thereby removing the barriers 
which stand in the way of the growth 
of the nursing profession and of the 
giving of intelligent patient care. 
During the five-day sessions of the 
biennial convention, speakers reflected 
upon the past, evaluated the losses and 
gains, and made some suggestions for 
and predictions about the future 


e In looking at the role of the profes- 
sional nurse from an anthropological 
viewpoint, Miss Bertha Quintana of 
New York University indicated that 
nursing should look to the future, not 
backward. Utility should be the guid- 
ing principle, and innovations should 
be accepted or rejected as required. 
Miss Quintana feels that new ele- 
ments can be introduced by an elective 
category. She stressed the need of 
finding a substitute to relieve a cul- 
tural Her recommendations in- 
clude the cultivation of integrity, con- 
fidence, appreciation, self-respect, and 
the training of people for leadership in 
such a way that they will be pliable 
enough to meet the needs of others 


loss 


the “good old 
days,” so characteristic of professional 
senility, are only sterile solutions to 
meeting today’s and 


e Ruminations about 


tomorrow's dy- 
namic needs, said Sister Charles Marie 
Frank. Nurses realize that 
their have changed. (Sister 
Charles Marie’s complete address ap- 
pears on pages 19-20.) 


must now 


roles 


e In further support of the need for 
new perspectives, Dr. Walter L. Milli- 
gan, Ph.D, said that “this is not an era 
frontiers, but 
horizons.” 


of new rather of new 


Dr. Milligan, chairman of the depart- 
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ment of Social Studies at the Graduate 
School of St. John’s University, Jamaica, 
New York, highlighted the world con- 
cept of mass diseases, which evolved 
from the “poverty slum” concept or 
syndrome to that of latent diseases. He 
characterized era as an era of 
“stress diseases.” He believes that 
health services will become available 
to more people through a grass-roots 
movement. These people, as citizens, 
will demand a solution to the financial 
aspects of health. He concluded that 
for any organization to be effective it 
must transform talk groups into action 
groups. His final note was: “Translate 
concepts into action. 


our 


e The new concepts of patient freedom 
and patient responsibility symbolized 
by the open hospital movement have 
done much more than strike the chains 
from the patients, declared Dr. Robert 


Miss Lucille E. Notter, the newly elected 
president of the New York State Nurses 
Association, succeeds Miss E. Thompson. 


Director of Hudson 
Poughkeepsie, 


C. Hunt, M.D., 
River State Hospital, 
New York. 

In discussing the infinite implications 
of this new philosophy, Dr. Hunt stated 
that “the widespread immediate conse- 
quences of its adoption penetrate into 
every branch and twig of our opera- 
tions, force us to re-examine every 
standard practice, every tradition, and 
to rid ourselves of vast accumulations 
of deadwood barriers to effective prac- 
tice.” 

As interpreted by Dr. Hunt, the phil- 
osophic principles and their implica- 
tions are as follows: 

1. Much of the disability in mental 
illness, superimposed by social 
and treatment mechanisms, is 
preventable and reversible. 

Most of the disordered behavior 
in the chronically ill is produced 
by the very restraints which are 
imposed supposedly to control 
such behavior. Hospitalization, as 
such, is therefore an important 
cause of disability. 

Most of the chronically mentally 
ill are capable of acceptable so- 
cial behavior with safety to them- 
selves and others. 

Mental illness tends to be self- 
healing, given a chance. (Dr. 
Hunt later clarified this statement, 
saying that he did not mean to 
imply that there is a self-healing 
tendency for primary  schizo- 
phrenia or for a neurotic structure. 
He explained that it is the break 
in adjustment which brings the 
patient to clinical attention. ) 

. Compulsion is rarely necessary to 
the carrying out of treatment or 
safety with the mentally ill and 
unnecessary compulsion —handi- 
caps both treatment and security. 

If we accept the foregoing princi- 
ples, Dr. Hunt said, there flow out of 
them these implications for action: 

1. Many of the mentally ill can be 
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Alice B. Morrissey, R.N., B.S., Instructor and Supervisor, Rehabilitation Nursing, 
Bellevue Hospital, addresses Rehabilitation Nursing Workshop, October 6, 1959. 


treated in the 
and effectively , 

2. Mental illness as such 
dication for hospitalization. 
Hospitalization should be avoided 
except when there are clear-cut 
indications. 

. Most of the mentally ill can be 
treated on a voluntary basis. 

. Hospitals can now be used more 
actively for short-term treatment 
of breaks in adjustment, and 
there is much less need to use 
them for long-term custody. 

3. The key method for achieving 
these changes is the adoption of 
the open hospital system. 

Much of the aggressive, disturbed, 
suicidal, and regressive behavior of the 
mentally ill is not necessarily or inher- 
ently part of the illness as such. In- 
stead, it is very largely an artificial 
by-product of the way of life imposed 
upon them, Dr. Hunt explained. 

The way to prevent and treat this 
artificial disability, Dr. Hunt continued, 
is to treat more patients in the com- 
munity without hospitalization and to 
grant a large measure of freedom to 
those patients who are hospitalized. 
This, he said, is done by unlocking the 
doors and coming to depend upon the 
voluntary co-operation of the patients 
rather than upon compulsion to achieve 
therapeutic aims. 

Other means, cited by Dr. Hunt, 
that may be used to avoid hospitaliza- 
tion are: Resources in the community, 
treatment of patients in their homes, 
the doctor’s office, or in a clinic. 


community safely 


is no in- 


e In further reference to the open hos- 
pital system, Dr. Hunt said that it is 
an essential factor in the growth of the 
community. But “It’s great fundamen- 


tal value,” he concluded, “lies in its 
demonstration that the mentally ill not 
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only ought to be, but can be destigma- 
tized; not only ought to be, but can be 
rehabilitated.” 

Additional comments on_ patient 
freedom came from Dr. Henry Brill, 
M.D., Deputy Commissioner of the 
New York State Department of Mental 
Hygiene, Albany, New York. 

Dr. Brill stated that the addition of 
drug therapy five years ago has led to 
the liberalization of hospital policies. 
Dr. Brill reported that approximately 
60 per cent of the patients now have 
the freedom of the hospital grounds 
and that disturbed services are almost 
nonexistent. However, he explained 
that the discarding of security measures 
such as locks and window guards re- 
quires that security be maintained by 
more elaborate organization and addi- 
tional nurses. 


Five years ago there were 9,000 men- 
tal hospital patients on therapeutic 
leave: today there are 16,000, 50 per 
cent of whom are receiving psychiatric 
medication. Because of this change, 
somatic therapy is particularly signifi- 
cant to the public health nurse. 

A reduction in the number of resi- 
dent patients cannot be expected, but 
an increase in services to the commu- 
nities can be expected, Dr. Brill an- 
nounced. 


e Speaking on the functions of the psy- 
chiatric social worker, family care, day 
care, and “colony care,” Mrs. Mabel 
Kirkpatrick, who is director of Social 
Services of the New York State Depart- 
ment of Mental Hygiene, reported that 
there has been no adequate method of 
referral from the psychiatric social 
worker to the public health nurse be- 
fore the patient is discharged from the 
hospital. 


e Related to this problem was a dis 
cussion of the topic “Teamwork—The 
Psychiatrist and the Public Health 
Nurse,” by Harold C. Miles, executive 
director of the Monroe County Health 
Department. Dr. Miles indicated that 
the consultants’ activity can be de- 
scribed as falling within several areas 
of service, largely determined by these 
characteristic requests for help: 

1. There are case-centered consulta- 
tions initiated by individual pub- 
lic health nurses and arranged 
for by the supervisor. The public 
health nurse may be seeking addi- 
tional insight into the patient's 
behavior as a guide in future con- 
tacts, or she may have some ques- 
tions concerning her professional 
role in the situation. The super- 
visor is always present during 
these discussions, since it is her 


The Harlem School of Nursing participates in the Talent Show. The students are, 
left to right: Eleanor Wake, Margaret Jones, Phylius Squire, Marguerite Huntley. 
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These students are from the Roosevelt Hospital School of Nursing. They are taking 
part in the Talent Show which took place in the Terrace Ballroom on October 5, 1959. 


continuing responsibility to guide 
the nurse. If preliminary explora- 
tion with the supervisor indicates 
that the problem for which con- 
sultation is sought is largely intra- 
psychic, or if there is a question 
of mental illness, the doctor par- 
ticipates. Sometimes representa- 
tives of other agencies are in- 
cluded if they are presently active 
in the case and a delineation of 
roles is indicated. 

There are individual and group 
with nursing super 
visors in problems related to su- 


( onterences 


pervision 

The consultants are frequently 
called upon by persons on the 
administrative level. In such 
consultants act as a 
kind of sounding board to help 
the administrators think through 
problems that are complicated by 


cases, the 


emotional factors 


is 
a 


- -~ 


“We are particularly alert not to be 
involved in the making of administra- 
tive decisions, but to confine help to a 
clarification of issues so that persons 
who are responsible can arrive at more 
objective conclusions,” Dr. Miles told 
the audience. (Dr. Miles’s discussion 
was based on the program that is being 
carried out by the Monroe County 
Health Department and was also in di- 
rect reference to a narrative report 
presented by Mrs. Helen Kristal on 
“The Role of the Social Caseworker 
Consultant to the Rochester Health De- 
partment.” ) 


e Another “What's New” topic dis- 
cussed at the Convention was New 
Methods of Sterilization, This discus- 
sion was of particular interest to oper- 
ating room nurses. 


Developments that are practical to- 
day are in steam sterilization, according 
to John Gabel, Sales Manager of the 
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The luncheon held on the final day of the Convention features Dr. Peter D. Comman- 
duras, Sec. General of MEDICO, speaking on “Medicine—Weapon of Freedom.” 
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Wilmot Castle Company in Rochester, 
New York. Steam under pressure as a 
method of sterilization is still the pre- 
ferred method, Mr. Gabel said. Gas 
sterilizers using ethylene oxide are slow, 
but they do sterilize heat- and moisture- 
sensitive materials. 

The usefulness of such equipment 
as rubber gloves and ca rs can be 
prolonged and the w id of the 
operating room personne. can be re- 
duced by the ethylene oxide sterilizer, 
explained Miss Virginia Tyler, operat- 
ing room supervisor at the Rochester 
General Hospital. Miss Tyler said that 
they use this sterilizer for such heat- 
and moisture-resistant equipment as 
cystoscopes, gloves, catheters, derma- 
tones, and drugs. Miss Tyler says the 
gas sterilizer does not weaken gloves 
as steam does, and that the Rochester 
General Hospital expects to save enough 
money on the price of gloves, which 
stay in service longer, to pay for its 
sterilizer in three years. 

During two years of experimenting 
with the sterilizer, Miss Tyler told the 
group that they have found that goods 
sterilized in muslin wrappers should 
be resterilized in one month and those 
in cellophane wrappers should be re- 
sterilized in three months. Goods in 
plastic wrappers, she said, stay sterile 
indefinitely. 

As far as safety is concerned, she says 
that the ethylene oxide sterilizer is no 
more dangerous than any other steri- 
lizer under pressure. Its worst defect, 
she says, is that it is slow—a load takes 
at least two hours. 

The value of the operating room as 
an area for learning was challenged. 
After much discussion, the concensus 
of opinion, the panel, and the audience, 
was that the operating room is an im- 
portant learning area, for which, they 
concluded, there is no substitute. 

The over-all principles of evaluating 
students in the operating room were 
reviewed. These included purpose, ob- 
jectives, testing of instruments, and 
situations applicable to all learning ex- 
periences. Emphasis was placed on the 
importance of the theoretical grades, 
since there must be knowledge before 
it is put into use. 

Although the schools varied to some 
extent in program content and in the 
rotation of students because of environ- 
mental factors, they all stated that their 
aim is not to turn out an operating room 
nurse. Their aim, instead, is to create 
a situation whereby the students can 
gain a knowledge of total patient care 
and an understanding of aseptic tech- 
nique, which is important to the proper 
functioning of a bedside nurse. 

The question arose as to the value of 
the graduate nurse versus the operat- 
ing room technician and the role of the 

(continued on page 33) 
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This paper was presented to private duty and general duty nurses attending the 
New York State Nurses Association Convention held recently in New York City. 
It reviews the changing status of nursing from its professional beginnings to 


the present day and stresses the need for ’ 


by SISTER CHARLES MARIE FRANK, C.C.V.L., R.N. 


Dean, The School of Nursing, 
The Catholic University of America 


A YOUNG couple had a disturbing 
quarrel and reconciliation was dif- 
ficult. Finally the wife offered: “Ill 
meet you halfway.” “How?” asked her 
husband. “I'll admit I'm wrong if you 
will say that I am right,” was the an- 
swer. In the discussion of the topic 
under consideration some such recon- 
ciliation may be needed, for we are 
faced with at least three generations of 
nurses, all of whom have been pre- 
pared in widely divergent programs, 
in an evolving profession caught in a 
disintegrating society seeking solutions 
to restore stability. These may be chal- 
lenging times but they are full of stress 
and uncertainty for all of us. 

No medium excels education for the 
development of society and the vari- 
ous groups comprising it. The purpose 
of this article is to develop this thesis 
in relationship to professionalism and 
service. 

Three significant time periods will 
serve our purpose: the professional 
nurse prior to World War II, the pro- 
fessional nurse since World War II, 
and the professional nurse as we en- 
vision her in the foreseeable future. 

It is understandable that in each 
decade since the founding of nursing 
in the United States in 1873, American 
nurses have called themselves profes- 
sionals. Nurses have always worked 
closely with physicians, and medicine 
exerts a tremendous influence on nurs- 


"ate 
ing. 


Birth of the Medical Profession 


In the historical beginning of the 
medical profession in this country a 
majority of doctors received their edu- 
cation through an apprenticeship sys- 
tem. When medical schools were estab- 
lished few of them were integral parts 
of universities and fewer required any 
college credit for admission. The first 
upgrading of the medical profession 
came after the publication of Flexner’s 
report on Medical Education in the 
United States and Canada in 1910; the 
second reform followed the Final Re- 
port of the Commission on Medical 
Education in 1932. Since then, espe- 
cially during and following World War 
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intelligent loving care” in the future. 


The Professional Nurse 


II, medical education has progressed 
at a breath-taking pace. It is keeping 
abreast of the jet age. 

Nurses are the physicians’ most valu- 
able allies, and while they may never 
be peers, they are top-level collabo- 
rators in medical efforts aimed at pa- 
tient health and welfare. 

In the early years of the nursing pro- 
fession educational requirements were 
low but in relative proportion to those 
expected of medical students. Like 
medicine nursing was learned in a de- 
cidedly apprenticeship system. What 
was professional in the period from 
1873 to 1938 is not professional today; 
what was considered good medical and 
nursing practice then is hopelessly in- 
adequate now. Much of the dilemma 
we face today is due to the fact that 
nursing, on its own level, has not kept 
abreast of medical progress. 

Let us briefly consider the functions 
taught to student nurses in preparation 
for graduate practice as reported by 
Ethel Johns and Blanche Pfefferkorn 
in 1934 in An Activity Analysis of 
Nursing, a pattern which prevailed up 
to World War II. 

Out of a list of 251 activities ex- 
pected of and carried on by nurses in 
hospital bedside nursing, approximately 
130 or over 50 per cent of the activi- 
ties were definitely nonnursing; most 
of them were household tasks—the re- 
mainder consisted of dietary and cler- 
ical duties. There was not the need or 
the demand for nursing knowledge ob- 
tained through an intellectual disci- 
pline such as is needed today and will 
be needed in greater depth tomorrow. 
Medical care and surgery were simple 
by today’s standards and in hospital 
practice the nurses met the needs fairly 
well. However, they did not meet the 
needs for public health agencies or edu- 
cational institutions. 

We may be sure that in the early pe- 
riod of medicine, when doctors intro- 
duced new, slowly developing thera 
peutic procedures, nurses made some 
significant observations which helped 
doctors improve their treatments, and 
perhaps nurses even suggested prob- 
lems for further scientific study. 

However, with training schools in- 


—Yesterday, Today, and Tomorrow 


creasingly subservient to hospital 
economics, preparation of nurse prac- 
titioners regressed in almost direct pro- 
portion to medical and social advance- 
ment. The majority of our teachers 
and service administrators have not 
been given the foundation in nursing 
or the further preparation needed to 
meet present day standards for profes- 
sional education or for managing a mod- 
ern complex nursing service. 


Changes in Status 


Until quite recently the nurse was 
strictly a “do-it-yourself” girl. Every- 
thing from housecleaning, personal 
hygienic measures, preparation and 
serving of diets, to some genuinely 
therapeutic procedures, was performed 
by the nurse. She was a hospital house- 
wife in the true sense of the word, with 
a little nursing on the side. Consider- 
ing that she was imbued with the false 
concept that nursing was a way of life, 
a true vocation on a par with marriage, 
the ministry, or consecrated religious 
life, many nurses must have experi- 
enced considerable satisfaction from 
the system while it lasted. But the 
myth no longer exists and we are slow 
in facing up to the fact that nurses 
must be prepared to meet society's 
health needs today and tomorrow; that 
they are justly entitled to all the occu- 
pational benefits accorded to com- 
parable service groups; that nurses 
must be treated like people and not 
like objects or things placed at the dis- 
posal of their immediate supervisors 
or employ ers. 

Nurses must also realize that their 
role has changed and that ruminations 
on the “good old days,” so characteris- 
tic of professional senility, are sterile 
solutions to meeting today’s and tomor- 
row’s dynamic needs. Housekeeping is 
no longer a nurse’s function. A sepa- 
rate, highly organized housekeeping 
department now fulfills the housekeep- 
ing functions in a hospital; registered 
pharmacists dispense medications; dieti- 
prepare balanced, nutritional 
meals and see that they are properly 
served; a central supply unit prepares 
instruments, trays, and supplies; nurse 
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aides assist patients with their simple 
hygienic needs; ward secretaries do 
much of the clerical work; laboratory 
and x-rav technicians often take full 
responsibility for diagnostic tests; the 
nurse no longer takes the patient's his- 
tory for the medical records depart 
ment. All of these duties were formerly 
within the nurse’s work. 
She was an individualist in a loosely 
organized confederacy of hospital units. 
She was the wheel and there 
weren't any spokes. 

A change was evident before World 
War Il were moving away 
from concentration on a sick person to 
concentration on the mechanical and 
technical aspects of therapeutic care; 
from self-employed private nurses to 
salaried hospital nurses. World War II 
precipitated problems and the 
shortage of nurses necessitated a func- 
tional, divisive system to provide the 
minimum of essential services to pa- 
tients. This has 
chronic and in many nursing schools 
the educational pattern supports iis 
continuation. 

Changes in patterns of nursing serv- 
ice and nursing education have been 
needed for a long time. The one area 
in which change is most needed is in 
the nurses’ attitude toward their pro- 
fession and their work. The Activity 
Analysis of 1934 contained over 
hundred teaching functions expected 
of a staff nurse; both service and edu- 
cation ignored them until quite re- 
cently. Russman and Rohrer, in their 
searching work, Change and Dilemma 
in the Nursing Profe:sion, ably state 
the problem.! 


scope of a 


whole 


nurses 


our 


situation become 


one 


The hospital-employed nurse has be- 
come primarily a teacher and adminis- 
trator. She is responsible for the man- 
agement of a team of personnel under 
her authority: student nurses, practical 
nurses, and aides. Her duties have be- 
come specialized both in the fact that 
she has had to assume managerial func- 
tions on the ward and the floor, and in 
the fact that her nursing has become fo- 
cused upon a specialty ( obstetrics, pedi- 
atrics, surgery, etc.). The diffused and 
generalized responsibilities of the nurse, 
as they have been traditionally defined, 
no longer are valid characterizations of 
her present duties and functions. 

The nurse has had her functions re- 
stricted to a defined area which has be- 
come fitted into those which now are 
the responsibility of other hospital em- 
ployees. She has, in other words, become 
a hub in the complex machinery rather 
than being the whole wheel, for she still 
has the major responsibilities for seeing 
to it that all nursing tasks are performed 
correctly, 

The nurse does not seem to be favor- 
‘Leonard Russman and John Rohrer, 
Change and Dilemma in the Nursing Pro- 
fession (New York, G. P. Putnam’s Sons, 
1957), pp. 13-14. 
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ably disposed toward accepting this re- 

definition. This is seen most clearly in 

the attitudes she holds toward other em- 
ployees. 

Summarizing what has been said thus 
far, a typical professional nurse prior to 
World War II received an apprentice 
training and she was concerned with all 
the needs of a bed-patient, many of 
which could have been performed by 
persons of lesser preparation. Her sta- 
tus was unthreatened by other types of 
hospital workers. Shortly before and 
during World War II a typical profes- 
sional nurse received her basic prepara- 
tion in an institution comparable at: best 
to our post-high school technical in- 
stitutes. 

Today she tends to concern herself 
primarily with the mechanical and tech- 
nical aspects of therapeutic care. While 
she ml that better utilization and 
relocation of labor power is one of the 
most reasonable ways of combating the 
shortage of skilled personnel, her at- 
titude is one of resentment toward 
others who can do the simpler tasks for 
patients as well or better than she can 
do them. She is trying to fit herself into 
the complex organization of a modern 
hospital nursing service but finds her- 
self threatened and often inadequate to 
fill the role of the hub of the service 
which coordinates the spokes and keeps 
the wheels of service running smoothly. 
Unless she has obtained preparation be- 
yond her basic course she can expect to 
be increasingly frustrated in meeting 
the demands made upon her. 


Looking Ahead 


What then shall we say of the pro- 
fessional nurse of tomorrow? The pro- 
fessional nurse of tomorrow, like the 
nurse of yesterday and today, will need 
those basic characteristics that distin- 
guish good nurses in any era, namely, 
(a) respect for the human dignity of 
every person with whom she comes in 
contact, regardless of race, creed, color, 
physical or mental condition, social and 
economic status; (b) an unselfish and 
compassionate heart; (c) intelligent and 
consistent application of known scienti- 
fic principles; (d) intelligent and prac- 
tical utilization of all resources available 
for obtaining maximum assistance to 
meet each patient’s needs; and (e) skill- 
ful application of nursing techniques. 
Tomorrow's password will be “intelli- 
gent loving care.” 

The professional nurses of tomorrow 
will, of necessity, distinguish more 
clearly between levels of nurse com- 
petencies. This will be necessary in or- 
der to meet the increasing demand for 
nurses possessing special preparation 
who will be able to collaborate with 
specialized physicians in the care of 
patients. The increasing number of pro- 
fessionally educated hospital adminis- 


trators will also demand that their nurs- 
ing administrators on all levels be ade- 
quately prepared for the important and 
strategic positions of managing nursing 
services or nursing units. 

From experience | know the stereo- 
typed opposition to the above state- 
ments. The answer, however, was given 
more than fifty years ago by Mary M. 
Riddle when she said, “It has been 
claimed that nurses are too highly edu- 
cated, and owing to this are not willing 
to perform the necessary unpleasant or 
menial tasks of their calling, but this is 
manifestly incorrect. It is the half-edu- 
cated nurses who feel that their dignity 
will be lessened should they perform a 
certain amount of drudgery. No well- 
educated physician and no well-edu- 
cated nurse will ever fail in their duty 
to the patient because it entails a cer- 
tain amount of menial or unpleasant 
tasks,” 

A nurse may judge her own profes- 
sional status by the following criteria 
which characterize a truly professional 
person in any field: (1) she morally 
obligates herself to render intelligent, 
devoted, and reasonable service in re- 
turn for a just remuneration; this serv- 
ice is specific as to knowledge and com- 
petencies required, circumstances, and 
time; (2) she chooses the profession 
primarily to bring her talents and serv- 
ices to meet specific needs of her fel- 
low men and lastly, if at all, for per- 
sonal recognition or increase in status; 
(3) she keeps abreast of changes and 
advances through intellectual pursuits 
and adds to the existing body of knowl- 
edge through participation, observation, 
study and/or research; (4) she exem- 
plifies the professional role and will- 
ingly makes the personal sacrifices de- 
manded by it. 

Habitual pressured activity and anti- 
intellectualism are not found in pro- 
fessional persons. This does not mean 
that a professional person does not work 
hard. It does mean that she plans her 
work well. In the words of the distin- 
guished physician, Sir William Osler, 
“When schemes are laid in advance, it 
is surprising how often the circum- 
stances fit in with them.” Success is 
the normal reward for the professional 
nurse who functions in a professional 
way. 

Not all persons entering nursing will 
choose to be professional; a majority 
of nursing personnel need not be truly 
professional to meet nursing needs as 
we now envision them. Each must make 
her own choice, abide by the decision, 
and accept the results accordingly. The 
trend toward unionization may contrib- 
ute to the solution of this problem for 


*“From the Journal 50 Years Ago,” Amer- 
ican Journal of Nursing, Vol. 50 (October, 
1950), p. 604. 
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DRUG THERAPY 


by JOAN SARVAJIC, R.N., M.S., M.D. 


Formerly Instructor in Pharmacology, 
Bellevue Schools of Nursing, New York City 


Problems in the Management of Myocardial Infarction 


The management of the patient with myocardial infarction 
taxes the ingenuity of both doctor and nurse. Since the diagnosis 
of such is life-threatening to the patient, the seriousness of 
understanding the rationale of therapy cannot be overly stressed. 
In this issue of Nursing World magazine symptomatology, pa- 
thology, laboratory findings, and the pertinent aspects of sympto- 
matic therapy will be considered. The January issue will consider 
the more controversial aspects of treatment: methods of reduc- 
ing the work of the heart and the case for and against the use 
of anticoagulants. 

Myocardial infarction is the death of a portion of heart muscle 
because of an interruption or curtailment of its blood supply. 
While it is usually the result of an acute coronary occlusion, 
infarction of the myocardium may occur without mechanical 
obstruction of a coronary artery. Reduction in the volume or 
oxygen content of the coronary blood due to circulatory or 
hematologic disturbances may be the responsible factor. Perhaps 
the term cardiac infarction is more accurate than myocardial 
infarction since in many instances the pericardium as well as 
the heart muscle is affected by the coronary occlusion. 

Myocardial infarction is associated with a distinctive clinical 
picture. It is usually characterized by pain in the chest similar 
in location and radiation to that of angina pectoris but differing 
in its greater severity and duration, its usual independence of 
exertion, and especially in its frequent association with evidence 
of shock and acute left —iieiealies failure, fever, leucocytosis, 
and persistent and progressive electrocardiographic changes. 

It is important that the nurse, on whom the physician relies 
almost exclusively for round-the-clock observation of the patient, 
recognize the fact that the clinical picture of acute myocardial 
infarction may present itself in a variety of ways. The picture 
may be dominated by pain in some instances, by shock in others. 
The case may be dominated by evidence of acute left ventricular 
failure, such as pulmonary edema. On the other hand, there 
may be the more gradual development or aggravation of con- 
gestive failure. Finally, the case may be one dominated by com- 
plications. 

At least 90 per cent of the cases of acute coronary thrombosis 
and myocardial infarction occur in persons between the ages 
of 40 and 70. There is a notable preponderance of males among 
patients suffering from acute coronary thrombosis. The ratio 
of 3 males to 1 female, based on studies of cases at autopsy, is 
probably a fairly accurate ratio. The preponderance of males 
is most striking in those cases of coronary occlusion in which 
there is neither hypertension nor diabetes mellitus. Several ex- 
planations have been offered for the lesser susceptibility of 
women to coronary atherosclerosis and thrombosis, notably the 
difference in lipid metabolism and the effect of estrogens. 

Hereditary susceptibility seems to be a fundamental factor in 
the occurrence of coronary atherosclerosis and occlusion. Hyper- 
tension, cerebral hemorrhage or thrombosis, and diabetes mecilions 
occur with more than average frequency in these families. A 
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history of angina pectoris has been noted in one-third to two- 
thirds of cases of coe myocardial infarction. This — 
denotes clinical evidence of advanced coronary atherosclerosis or 
previous coronary occlusion which frequently precedes a fresh 
coronary thrombus and cardiac infarct. 


Pathologic Changes and Complications 


The earliest changes of infarction are those of ischemic or 
coagulation necrosis. The affected heart muscle appears pale. 
It is firmer and drier than the surrounding muscle. Somewhat 
later there is complete necrosis of connective tissue cells, blood 
vessels, and muscle fibers. This infarcted muscle undergoes 
various degrees of friability or softening as a result of transuda- 
tion of fluid from the neighboring vessels into the degenerated 
muscle tissue. If the degree of softening is extreme, the in- 
farcted muscle may become the site of a small, irregular tear, 
resulting in cardiac rupture. Complete rupture, usually in the 
anterior wall near the apex or the posterior wall at the base 
of the left ventricle, is followed by hemorrhage into the peri- 
cardial sac. This is fatal. Occasionally extreme softening of an 
infarct produces a rupture of the interventricular septuia which 
is usually but not always fatal. Rupture of a papillary muscle is 
also a rare complication. Cardiac rupture may be complete in 
which case the seepage of blood through the tear produces a 
dissecting aneurysm of the heart. This appears as an hemispheri- 
cal bulge of the cardiac surface. 

Repair or organization of a myocardial infarct begins within 
a week. The necrotic material is resorbed and the infarcted area 
invaded by a granulation tissue rich in blood vessels and fibro- 
blasts. The hemorrhagic infarct is converted into a grayish-red 
area of healing. Eventually the granulation tissue is replaced by 
a dense collagenous tissue rich in elastic fibers which is converted 
into an avascular scar. Occasionally the healed infarct becomes 
more or less calcified, and in rare cases bone may be formed. 

In the area of a healed infarct the damaged myocardium may 
become thinned and stretched into an aneurysm. At postmortem 
examination the aneurysm may appear as a pale depressed area 
or as a localized bulge. Aneurysms may calcify. 


Laboratory Findings 


Although history and clinical appearance of the patient offer 
the best basis for diagnosing myocardial infarction, there are a 
number of laboratory aids which are an asset to diagnosis. The 
nurse should be familiar with results and implications of such 
laboratory tests. 

Leucocytosis—An increase in the white blood cell count occurs 
almost invariably and early, occasionally within two hours. 
Most frequently leucocytocysis occurs on the second or third 
day. It recedes after a few days and usually disappears by the 
end of a week. 
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Increased Sedimentation Rate—The rate of sedimentation of 
the erythrocytes is almost always increased following an acute 
myocardial infarction. This increased rate is attributed to a 
hange in the composition of the plasma due to the absorption 
of products of the necrotic heart muscle. The increased rate is 
first noted on the second or third day of the attack and persists 
for several weeks until the infarct is healed. In classic cases 
of acute myocardial infarction there does not appear to be a 
good correlation between the degree of increase in sedimentation 
rate on one hand and the severity of the attack or the prognosis 
on the other. 

SGOT—The enzyme glutamic oxalacetic transaminase (GOT) 
is probably present in all human sera and also in various tissues, 
particularly Least muscle, skeletal muscle, brain, liver, and kid- 
ney, in descending order of concentration. The normal serum 
glutamic oxalacetic transaminase concentration is 8 to 40 units 
per milliliter. Following acute myocardial infarction the serum 
transaminase rises from 70 to 600 units in 12 hours to 6 days. 
It is presumed that the enzyme is released from damaged myo- 
cardial cells since the concentration of GOT in infarcted myo- 
cardium is only 2 to 10 per cent of normal heart muscle. 

Following myocardial infarctions in humans the peak level of 
transaminase is usually noted about 36 hours after the onset of 
pain, and the concentration returns to normal by the fourth day. 
Therefore SGOT must be measured early and serial determina- 
tions made. 

EKG—Acute cardiac infarction usually produces alterations of 
the electrocardiogram, which when studied early and by serial 
examination at brief intervals is diagnostic of the disease. EKG 
changes following cardiac infarction are determined essentially 
by location, extent, and irreversibility of the consequent myo- 
cardial anoxia and necrosis. In most cases, EKG will show the 
area and location of the infarction. 


Fourfold Purpose of Therapy 


There is a fourfold purpose to the treatment of acute cardiac 
infarction: first, the alleviation of pain or other discomfort; sec- 
ondly, overcoming shock and cardiac failure if present; thirdly, 
reducing the work of the heart; and finally, coping with dan- 
gerous complications if necessary. The first two factors will be 
discussed in this article, the latter two in the January issue of 
Nursing World magazine. 

As a rule morphine or other opiates are administered to con- 
trol severe pain, restlessness, and anxiety at the onset of the 
attack. If pain is relatively mild morphine can be replaced by 
weaker analgesics such as demerol or codeine. If pain has com- 
pletely subsided none of these drugs are used, but mild sedation 
is advisable. On the other hand, if extremely severe pain is 
unrelieved by opiates it may sometimes be controlled by oxygen 
therapy. 

Ideally, agents employed to overcome shock should act directly 
on the heart muscle to bolster the sharply reduced cardiac output 
which is responsible for the shock of myocardial infarction. These 
drugs are used to raise the mean aortic pressure and thereby 
secondarily benefit the heart by increasing coronary flow. They 
ie designed to enable the patient to survive a critical period 
until the heart recovers its ability to maintain blood pressure. 
Specific measures include vasopressor agents, intravenous infu- 
sions of blood, plasma, or plasma expanders, or even intra- 
arterial transfusions 

Vasopressor Drugs—A number of vasopressor drugs which are 
sympathomimetic f im structure to epi- 
nephrine, mark the first really encouraging advance in the treat- 
ment of shock in acute myocardial infarction. The preferred 
drugs are norepinephrine (Levophed, noradrenaline), mephen- 
teramine (Wyamine), methoxamine (Vasoxyl), phenylephrine 
( Neo-Synephrine ), and Aramine. 

Norepinephrine is the most extensively used agent because 
it is the most powerful vasopressor and because it can be most 
readily controlled and administered by intravenous drip trans- 
fusion for prolonged periods. Aramine, levo-1-(m-hydroxypheny 1)- 
2-amino-l-propanol, a new, long-acting sympathomimetic amine 
which not only raises aortic pressure but also was shown to 
increase cardiac output and coronary flow by increasing cardiac 
contractility in dogs, also gives promise of therapeutic effec- 
tiveness. 

The use of pressor drugs in shock is based on the belief that 
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the sympathetic vasoconstriction of shock has not produced 
maximal increase in peripheral resistance and that these drugs 
can further magnify this resistance and raise the blood pressure. 
In this manner it is anticipated that an adequate perfusion pres- 
sure will be restored to vital organs such as the heart and brain 
and the diminished blood flow redistributed to these organs. 
However, it is recognized that a rise in blood pressure, despite 
an increase in peripheral resistance, occurs only if there is an 
increased force of cardiac contraction in response to the in- 
creased work load. It is uncertain either whether the increased 
peripheral resistance induced by vasopressor drugs is itself the 
adequate stimulus for augmented cardiac output or whether 
these drugs have a direct action on the heart. Recent studies 
indicate that norepinephrine and other pressor amines have 
such a direct action on the myocardium in shock as well as 
pressor action. 

In desperate situations unresponsive to vasopressor agents, 
when urine ketosteroids and blood eosinophil counts indicated 
adrenal insufficiency, hydrocortisone and desoxycorticosteroids 
together with sodium and norepinephrine resulted in dramatic 
vasomotor response. 

Intravenous Infusions and Transfusions—For a period of time 
infusions of plasma or small transfusions were advocated; how- 
ever, it is doubtful that they had any significant influence on 
the outcome. As is often the case, pulmonary edema is already 
associated with the shock. If such is the case, transfusions and 
infusions of plasma are contraindicated. At present transfusions 
are not utilized because of the availability and superiority of 
the pressor drugs. 

Intra-arterial Transfusions — Intra-arterial transfusions were 
designed to combat the cardiogenic shock of acute myocardial 
infarction by bringing blood directly where it was needed 
without overloading the weakened myocardium. Actually, blood 
introduced arterially eventually reaches the venous circulation. 
Recent controlled experiments in hemorrhagic shock have shown 
no statistical difference in the effectiveness of intravenous or 
intra-arterial transfusions. However, intra-arterial transfusions 
of oxygenated blood appear to be of value in cases of shock, 
particularly where there is cardiac arrest. Thereafter pressor 
amines are used to maintain blood pressure. 


Summary 


In summary then, the intravenous administration of 
pressor amines represents the treatment of choice in shock ac- 
companying acute myocardial infarction. These drugs are un- 
doubtedly effective in restoring an adequate blood pressure in 
the large majority of cases. They probably also increase the 
chances of survival, but there is less certainty regarding this 
point. 5 

The combination of shock and pulmonary edema occurs fre- 
quently with myocardial infarction, and this poses a difficult 
therapeutic problem. Shock must be treated by vasopressor 
amines. However, the quantity of fluid used must be kept at a 
minimum to prevent further exaggeration of the pulmonary 
edema. In of instances solutions of glucose are used in pref- 
erence to sodium chloride solutions. In addition, masselien, 
oxygen, and intravenous aminophylline are administered as in 
the treatment of uncomplicated pulmonary edema. Digitalis 
may be injected intravenously if these measures are ineffective. 
Mercurial diuretics are given only after these emergency 
measures are completed. Phlebotomy is contraindicated in 
severe shock. Occasionally the control of shock by vasopressor 
agents with consequent improvement in cardiac function abol- 
ishes pulmonary sien and the need for specific measures to 
counteract it. 
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NEO-SYNEPHRINE 


VASOPRESSOR 





DESCRIPTION: Neo-Synephrine hydrochloride is a vasoconstric- 
tor and pressor drug chemically related to epinephrine and 
ephedrine. 


ACTION AND EFFECTS: Neo-Synephrine when applied locally 
or infiltrated into tissues results in vasoconstriction which persists 
for a longer period of time than does epinephrine or ephedrine. 

The greatest difference between Neo-Synephrine and epi- 
nephrine and ephedrine, however, is the action on the heart. Neo- 
Synephrine slows the heart rate and increases the stroke output, 
inducing no disturbance in the rhythm of the pulse. This is in 
marked contrast to the actions of epinephrine and ephedrine. 

In therapeutic doses this drug produces little if any stimulation 
of either the spinal cord or cerebrum. Repeated injections of 
Neo-Synephrine produce comparable effects. 


USES: This drug is a reliable potent pressor drug and as such is 
valuable in the emergency treatment of shock and shock-like 
states. 

The drug is used by the anesthesiologist to maintain an ade- 
quate blood pressure during spinal anesthesia. The drug causes 
a marked rise in blood pressure without increasing the heart 
rate. This is a result of increased stroke output and augmenting 
of the peripheral vascular resistance. 

Neo-Synephrine may be used during inhalation and rectal 
anesthesia without danger of increasing the rate of conduction 
at the S-A node. 

After rapid intravenous administration, Neo-Synephrine re- 
stores normal sinus rhythm in protracted attacks of paroxysmal 
supraventricular tachycardia. This may occur within 35 to 70 
seconds. 

Neo-Synephrine may be used to prolong or potentiate the 
action of a inal anesthetic solution. 


PREPARATIONS: Neo-Synephrine is supplied in 0.2 per cent 
solution with each cc. containing 2 mg. 


It is also marketed as a 1 per cent solution in vials of 5 cc. 
Each 1 cc. contains 10 mg. 


DOSAGE AND ADMINISTRATION: Neo-Synephrine is injected 
subcutaneously, intramuscularly, or slowly, intravenously, in 
dilute solution as a continuous infusion. Dosages, with adjust- 
ment for individual cases, follow: for mild or moderate a 
tension the usual dose for subcutaneous or intramuscular admin- 
istration is 2 to 5 mg. Intravenously the dose is 0.2 mg. Injections 
should not be repeated more frequently than every 10 or 15 
minutes. 

In severe hypotension higher initial and maintenance doses are 
required in persistent or untreated cases. For continuous infusign, 
10 mg. of Neo-Synephrine are added to 500 cc. of solution. 

In spinal anesthesia, Neo-Synephrine may be used as a pro- 
phylactic agent. It is given subcutaneously or intramuscularly 
three or four minutes before injection of the anesthetic. For hig 
anesthetic levels the dose is 3 mg. while for lower levels 2 mg. is 
adequate. 

In paroxysmal tachycardia rapid intravenous injection within 
20 to 30 seconds is economies The initial dose should not 
exceed 0.5 mg. 


TOXICITY: In the treatment of paroxysmal tachycardia by the 
intravenous administration of Neo-Synephrine, overdosage may 
induce ventricular extrasystoles and short paroxysms of ventricu- 
lar tachycardia, sensation of fullness in the head, and tingling of 
the extremities. 


PRECAUTIONS: Parenteral administration of Neo-Synephrine, 
as with any other vasopressor agent given by intravenous drip, 
must be constantly supervised. The nurse must titrate the effec- 
tive flow rate by frequent checking of blood pressure. 

Neo-Synephrine is contraindicated in hypertension and is em- 
ployed with extreme caution in hyperthyroidism, in the aged, and 
in patients who have bradycardia, partial heart block, or myo- 
cardial disease. 





ARAMINE 


VASOPRESSOR 





DESCRIPTION: Aramine Bitartrate, or Metaramino! Bitartrate, 
is a potent vasopressor with the chemical name of levo-1-(m- 
hydroxyphenyl)-2-amino-1-propanol hydrogen tartrate. 


ACTION AND EFFECTS: This drug is a potent vasopressor 
with prolonged duration of action, designed for parenteral ad- 
ministration to raise and maintain blood pressure in acute 
hypotensive states. 

Both systolic and diastolic blood pressure are raised following 
intravenous infusion or intramuscular or subcutaneous injection. 
The onset of this pressor effect occurs within 1 to 2 minutes 
after intravenous administration, 10 minutes after intramuscular 
injection, and from 5 to 20 minutes following subcutaneous in- 
jection. The duration of action varies from 20 minutes to one 
hour. 


USES: Aramine is indicated for use in the prevention and treat- 
ment of the acute hypotensive state that sometimes occurs in 
association with spinal anesthesia. It is also used in the treat- 
ment of hypotension due to hemorrhage, cardiogenic shock, 
reaction to medications, surgical complications. This vasopressor 
is also used in the treatment of shock associated with brain 
damage due to tumor or trauma and shock associated with in- 
fectious disease including poliomyelitis and septicemia due to 
gram-negative organisms. 

For many years the use of vasopressor agents in the treatment 
of shock following myocardial infarction was interdicted on the 
basis that the use of such agents would have a deleterious effect 
upon the damaged myocardium. A drug which stimulates the 
myocardium without much effect on blood pressure is still re- 
garded as dangerous. A drug which greatly stimulates peripheral 
vasoconstriction without having any positive inotropic effect on 
the heart, without having a tendency to produce arrhythmias, 
and which also produces a moderate peripheral vasoconstriction 
may be lifesaving in certain cases. 


PREPARATIONS: Aramine is marketed as the injection con- 
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taining 10 mg. of Aramine per ce. It is supplied in 1 cc. and 10 
cc. ampules. 

DOSAGE AND ADMINISTRATION: Injection Aramine may be 
administered intramuscularly or by subcutaneous injection in 
doses of 2 to 10 mg. 

When given intravenously 15 to 100 mg. in 500 cc. of physio- 
logic solution of sodium chloride or 5 per cent dextrose solution 
is used adjusting the rate of infusion to maintain the blood pres- 
sure at the desired level. The recommended dose of Aramine 
may also be added to less than 500 cc. of saline or dextrose solu- 
tion if a smaller volume of fluid is desired. 

In severe shock where time is of great importance, Aramine 

may be given by direct intravenous injection. The suggested dose 
is 0.5 to 5 mg. This method of administration should be used 
only in instances of grave emergency where immediate action is 
requisite to preserve life. 
TOXICITY: Although there is greater ease of control of vaso- 
pressor effect using Aramine than with the other agents, caution 
should be observed to avoid excessive blood pressure response, 
especially in patients who may be ay wieng to exhibit idiosyn- 
crasy or exaggerated response to such drugs. With the prolonged 
duration of action of Aramine there is a possibility of a cumula- 
tive effect, and if an excessive vasopressor response is obtained 
the blood pressure may not drop rapidly enough with discon- 
tinuance of therapy. As the maximum effect of Aramine is not 
immediately apparent, one should wait at least ten minutes be- 
fore increasing the dosage. 


PRECAUTIONS: On the basis of clinical investigation Aramine 
would appear to be relatively free of the danger of causing 
cardiac arrythmias when administered as recommended. Never- 
theless it is advisable to avoid the use of Aramine in con- 
junction with cyclopropane anesthesia unless clinical circum 
stances demand such use. 

Because of its vasoconstricting action Aramine must be admin- 
istered with caution to persons with heart or thyroid disease. 
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VASOXYL 


VASOPRESSOR 





DESCRIPTION: Vasoxyl or methoxamine hydrochloride is a 
sympathomimetic drug which produces a —— and prolonged 
rise in blood pressure following parenteral administration. 


ACTION AND EFFECTS: Because it is a potent pressor drug 
it is a valuable agent for maintaining or restoring blood pressure 

It is considered a safe pressor agent in that it does not have 
the tendency to produce cardiac arrhythmias, especially when 
used in conjunction with cyclopropane anesthesia. 

In large doses, Vasoxyl may alias bradycardia, although the 
usual therapeutic dose does not cause an apprec iable fall in 
pulse rate to be of clinical significance. 

Vasoxyl also differs from other sympathomimetics in that it 
does not produce cerebral stimulation. 


USES: Vasoxy] Injection is indicated during operative procedure $ 
for the purpose of maintaining blood pressure or restoring it to 
normal levels. It is particularly useful to counteract the fall in 
blood pressure that commonly follows the administration of a 
spinal anesthetic. It is also indicated just before operations in 
patients who are considered a poor risk. 

Vasoxyl! is of special value when a pressor agent is required in 
conjunction with cyclopropane anesthesia; cardiac arrythmias do 
not seem to develop as a result of this combination, whereas 
most pressor drugs are regarded as potentially dangerous for use 
with « ye lopropane. 


PREPARATIONS: The drug is marketed as Vasoxyl Injection 


with 20 mg. per ce. 


DOSAGE AND ADMINISTRATION: Vasoxy] is ordinarily given 


by intramuscular injection; the usual dose is 15 mg. when the 
drug is being administered in conjunction with the use of spinal 
anesthesia. 

For purposes of correcting a fall in blood pressure, an intra- 
muscular injection of 15 mg. is suggested if the systolic blood 
pressure drops to about 90 mm. and the pulse pressure to 10 or 
15 mm. If the systolic pressure drops to oor 80 mm. a dose of 
20 mg. intramuscularly is suggested. 

In cases where the systolic pressure falls to 60 mm. or less, or 
whenever an emergency exists, the intravenous injection of 10 
mg. is recommended, It is frequently necessary to supplement 
this with an intramuscular dose of 10 or 15 mg. 

For pre- and postoperative use in cases of only moderate hypo- 
tension, 10 to 15 mg. of the drug intramuscularly is adequate. 


TOXICITY: Caution must be exercised to avoid overdosage so 
that an undesirably high blood pressure or excessive bradycardia 
will not occur. Bradycardia may be abolished with atropine. 

Vasoxyl is contraindicated in patients with myocardial degener- 
ation or coronary disease. The } a is given carefully to patients 
with cardiovascular disease, hyperthyroidism, or severe hyper- 
tension. It must be remembered that patients who are hyperten- 
sive may suffer a greater fall in blood pressure than those with 
normal blood pressure when under spinal anesthesia. 


PRECAUTIONS: It is recommended that Vasoxyl be given by 
the intramuscular route except in emergencies where an im- 
mediate response is necessary. In such cases not more than 10 mg. 
of the drug is given intravenously. The intravenous injection is 
given very slowly. 





LEVOPHED 


VASOPRESSOR 





DESCRIPTION: This drug is also known as 1-arterenol or as 1- 
norepinephrine. It is a primary amine which differs from nor- 
epinephrine by the absence of a methyl group. 


ACTION AND EFFECTS: Levophed is two to three times as 
effective as epinephrine in augmenting coronary flow and pos- 
sesses the advantages of not accelerating the heart rate or stim- 
ulating the nervous system. It does not produce cardiac ar- 
rythmias. 


USES: i is recommended for the restoration and main- 


tenance of blood pressure in all acute hypotensive or shock states 
which may result from surgery, trauma, hemorrhage, myocar- 
dial infarction, pheochromocytomectomy, sympathectomy, spinal 
anesthesia, septicemia, drug reactions, poliomyelitis, and blood 
transfusion reactions. 

Because of the selective peripheral vasoconstrictive action of 
Levophed, pooled or stagnant blood in the dilated capillaries is 
driven into the central circulation, thus maintaining vital func- 
tions of brain, heart, and kidneys. 

In myocardial infarction Levophed has been shown to in- 
crease greatly the patient survival rate. Levophed not only cor- 
rects systemic shock through cardiotonic and peripheral vaso- 
constrictor action but also markedly dilates the coronary arteries, 
thereby increasing coronary blood flow, reducing the area of 
ischemia, and promoting myocardial oxygenation. There is in- 
creased venous return and the heart tends to resume a mor 
normal rate and rhythm. 


PREPARATIONS: Levophed is supplied in sterile aqueous solu- 
tion in the form of the bitartrate. Each 1 cc. of Levophed bitar- 
trate solution 0.2 per cent contains 2 mg. Levophed bitartrate 
equivalent to 1 mg. of Levophed base. 


DOSAGE AND ADMINISTRATION: Usually one 4 cc. ampule 
of Levophed is dissolved in 100 cc. of 5 per cent glucose in dis- 
tilled water. This is administered in a cut-down into vein using 
po'yethylene tubing. The drip is controlled to maintain the blood 
pressure at about 100 mm. of mercury. Occasionally a pressure of 
120 mm. will be recommended for previously hypertensive pa- 
tients. The beginning rate may be 20 drops per minute and ti- 
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trated against blood pressure. A physician or nurse must be con- 
stantly in attendance while this medication is being used. If the 
rate of flow must be increased to 40 drops per minute, one or 
more additional ampules are added. As a rule one to four ampules 
of Levophed dissolved in glucose solution succeed in maintaining 
the blood pressure. Higher doses may be used; however, these 
concentrations may fail if the lower dosage was unsuccessful. 

At first the concentration and rate of flow of the Levophed so- 
lution may require several changes, but usually the blood pressure 
can be stabilized at a desired level after a few hours without 
much modification of the solution or rate of flow thereafter. As 
the patient improves, attempts are made to diminish the dosage 
of Levophed and finally to discontinue it. Usually this routine 
must be followed for 12 to 36 hours and occasionally for several 
days to a week, ; 


TOXICITY: Because of its potency and because of varying re- 
sponse to pressor substances, the possibility of producing a dan- 
gerously high blood pressure does exist. Blood pressure should be 
checked every two minutes from the time the drug is started until 
the desired blood pressure is obtained, then every five minutes 
if the administration is to be continued. Headache may be a symp- 
tom of hypertension due to overdosage. 


PRECAUTIONS: Whenever possible Levophed should be given 
into the antecubital vein of the arm, because when this vein is 
used the risk of necrosis of the overlying skin from prolonged 
vasoconstriction is apparently very slight. Some authorities feel 
the femoral vein is an acceptable site. In some institutions any 
vein may be used if a cut-down using polyethylene tubing is 
utilized. 

The nurse must report any evidence of blanching along the 
course of the infused vein. Increased permeability of the vein 
wall may permit leakage. 

In areas in which extravasation has occurred sloughing has 
been prevented by infiltrating the area with 10 to 15 cc. of saline 
solution containing from 5 to 10 mg. of Regitine, an adrenergic 
blocking agent. 

Other investigators report success with the addition of 10 mg. 
of heparin to each 500 cc. of infusion fluid containing the Levo- 
phed. 
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The name of Albert Schweitzer 
has long been synonymous 
with a spirit of 

dedication. His namesake— 
the hospital in 
Deschapelles—carries on 

this high tradition of 
courage, devotion, 

and service. 


by SHIRLEY HOPE ALPERIN, R.N. 


N Christmas Day at the tiny village 

of Deschapelles in Central Haiti, 
hundreds of natives of the Artibonite 
Valley gather at the Albert Schweitzer 
Hospital. In the true holiday spirit, the 
small gifts they bring express their 
gratitude to the nurses and doctors who 
have brought the blessings of modern 
medical care to this poverty-stricken 
area. 

The hospital was established through 
the efforts of two Americans, William 
Larimer Mellon and his wife Gwen. Dr. 
Mellon decided to study medicine when 
he was 37 years old. Sever years later, 
accompanied by his wife and four 
children, he left the United States to 
begin his life work in Haiti. Built en- 
tirely by Mellon funds, the hospital 
opened in June, 1956. Nurses and doc- 
tors came from all over the world to 
serve the primitive people of this dis- 
ease-ridden country. 

This past summer, I observed first- 
hand the fine work being done at 
Hépital Albert Schweitzer. Even the 
driver, Ton-Ton, who had taken me 
to many fascinating places in Port-au- 
Prince, was enthusiastic about seeing 
the institution. Some months previous 
he had been hospitalized there for 
surgery, and he was eager to revisit 
the staff. 
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In the Pediatric Clinic an American nurse prepares injections. With the aid of T.A.T., 
penicillin, and infusions, infants with tetanus stand excellent chance for survival. 


In the Footsteps of 
Albert Schweitzer 


The World of Deschapelles 


More than 250,000 people live in 
the area served by the hospital. Al- 
though it was only midafternoon when 
I arrived at Deschapelles, I noted that 
the working day was coming to an end 
for the natives. They had been up since 
dawn, going to market where they 
hoped to sell their wares and produce. 
Now they were returning to their 
thatched-roof huts near the dusty, un- 
paved road. During their long walk 
home the women walked straight and 
proud, incredibly balancing heavy bun- 
dles on their heads. Despite their grim 
poverty these gentle, simple people 
appeared happy. 

A sign at the entrance of another dirt 
road pointed the way to the Albert 
Schweitzer Hospital. A few minutes 
later the car stopped in a clearing 
where a number of natives were con- 
gregated in front of a rambling, modern 
stone building. This was the hospital 
that had been named in honor of the 
great man from Lambarene. 

Inside the lobby, which was also the 
main waiting recm, many groups of 
people were sitting on long benches 
waiting patiently to speak to the doc- 
tors. I discovered that often the natives 


start lining up at the entrance as early 
as six in the morning. The clinic remains 
open until every patient has been seen. 
After a warm greeting from Mrs. W. 
Lloyd Shirer, the chaplain’s wife, I was 
escorted to the office of the directress 
of nurses, Miss Walborg Peterson. In 
the long corridor young women in 
nurses’ uniforms were hurrying to and 
from their posts. (The shift system is 
similar to the one in the U.S.) When I 
met Miss Peterson, I was charmed by 
a petite, gracious woman who has been 
at the hospital since it opened. A 
graduate of the Massachusetts General 
Hospital in Boston, she had for many 
years been executive assistant to the 
director of the Massachusetts Eye and 
Ear Infirmary before coming to Haiti. 
“We have no nursing school here,” 
she said, “but the hospital trains native 
girls as nurses’ aides. They do rather 
well considering that some have had 
only six years schooling.” Later in the 
wards I observed how efficiently these 
trim girls in blue worked. Miss Peter- 
son told me that half of the thirty 
R.N.’s on her staff are Americans. The 
Haitian nurses receive their training at 
Cap Haitien or Port-au-Prince, where 
there are good nursing schools. The very 
day of my visit the directress (she pre- 
fers this title) of nurses remarked that 
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six nursing students from Skidmore 
College had arrived for a month's ap- 
prenticeship. 

An American dietitian plans the 
menus and supervises kitchen person- 
nel. A self-sufficient unit, the institu- 
tion produces most of its own food; it 
also pipes in and treats its own water. 

1 learned that most of the eight 
physicians on the staff are American, 
including one woman M.D. Dr. S. J. 
Modi, an opthalmic surgeon, had 
spent a year at Goldwater Memorial 
Hospital in New York where he was 
the first candidate of the Indian Medi- 
cal Association’s exchange program 
with the United States. 

I asked Dr. Modi if Haitians are 
prone to eye conditions (one rarely 
sees them wearing glasses), “Many are,” 
he replied, “but the natives are too 
poor to afford glasses.” He also com- 
mented that many eye infections oc- 
curring among the people come from 
improper hygiene. 


Problems and Progress 


Mrs. Shirer explained how supersti- 


tion and ignorance hindrances to 


sound health—are common in the Hai- 
tian culture. One practice among new 
mothers is the application of charcoal 
to the cord of the newborn in order to 
stop the bleeding. I saw the results of 


this shocking custom that afternoon in 
the pediatric ward, where several babies 
lay critically ill with tetanus. In this 
unit an R.N. is on duty around the 
clock. With the use of T.A.T., penicil- 
lin, and infusions most of the infants 
recover if they are brought in early 
enough. 

Before the hospital was built the 


mortality of neonatal tetanus was 100 
per cent; it has now been reduced to 
33 per cent. Though this condition 
continues to be a major medical prob- 
lem in the community, many of the 
natives have stopped using charcoal 
on the newborn. The hospital’s pre- 
ventive medicine program has been in- 
strumental in achieving this; mothers 
are encouraged to clean their finger- 
nails, and proper care of the baby’s 
navel is demonstrated. A few years ago, 
UNICEF (United Nations Children’s 
Fund) distributed sterilized kits to ex- 
pectant mothers in Deschapelles. R.N.’s 
at the hospital emphasize to the people 
the importance of the sterile razor 
blade and clean bandage contained in 
each kit. Although it is difficult to 
form organized classes for the natives 
(they would never concentrate as a 
group), the nurses are able to teach 
them by individual instruction. 

In the 85-bed hospital—which fre- 
quently accommodates over 100 pa- 
tients—all activities are centered on 
one floor of the main building. Nearby 
is another building, where some of the 
personnel have private quarters. Also in 
this building is Ward 3, a large area 
which lodges postoperative hernia pa- 
tients. Since most surgery of this nature 
is elective, it is performed every four 
months at the hospital. All the patients 
are booked in advance for the one week 
of hernia surgery. This arrangement is 
necessary because the rest of the year 
the operating schedule is heavy with 
major surgery. As I walked by the 
wards the natives dressed in their hos- 
pital gowns were chatting in Creole 
with one another or playing games 
while others were resting quietly on 
their beds. A voung Haitian nurse on 


In the out-patient department, one of the busiest areas in the hospital, Dr. Mellon 
and Miss Peterson, directress of nurses, review the findings of a test on a patient. 


duty for the evening shift was charting 
at her desk. 


The Out-patient Department 


One of the busiest areas of the hos- 
pital is the out-patient department, 
which is packed from morning to dusk 
with people waiting to see the doctors. 
Before any patient is permitted into 
the clinic he remains in the waiting room 
until he receives a dossier, or record, 
from the information desk. Then he goes 
to the screening room in the OPD where 
two American physicians and a medical 
student interview the patients. Here 
Gwen Mellon, an excellent linguist, acts 
as interpreter between patient and doc- 
tor. Although she is not a registered 
nurse Mrs. Mellon has studied nursing 
and hospital administration. At the end 
of her husband's junior year in medical 
school the couple went to Haiti to do 
research on Dr. Mellon’s thesis about 
tropical ulcers. They recognized the 
great need for medical care in the Arti- 
bonite Valley and decided that here 
was the site of the hospital they wanted 
to build. 

In the interviewing room the doctors 
determine whether patients are to be 
hospitalized or treated in the OPD. In- 
fants are brought in with severe dysen- 
tery, a common disorder in the tropics 
with its incidence of parasites, worms, 
and other enteric organisms. Antibiotic 
medication and boiled milk are gen- 
erally prescribed for at least one week. 

Another serious malady among the 
children is malnutrition. One is ap- 
palled at the sight of pathetic young- 
sters with pink-tinged hair and edema- 
tous bodies. When hospitalized the 
children are first treated with intrave- 
nous feedings and boiled milk. Eventu- 
ally they are placed on high-protein 
diets. 

The head nurse in the out-patient de- 
partment is a pretty, blond young 
woman from Elkart, Indiana. Esther 
Litwiller came to Haiti in the summer 
of 1958 following her graduation from 
Goshen College School of Nursing, 
where she received her R.N. and her 
B.S. degree. On clinic days, Mondays 
and Fridays, Miss Litwiller reported 
that she gives at least fifty penicillin 
injections for infections, injuries, and 
some venereal conditions. Every Tues- 
day and Thursday the clinic nurse car- 
ries out the immunization program. As 
a prophylactic measure the natives in 
the neighboring area are inoculated 
with tetanus, typhoid, tuberculosis, and 
smallpox vaccines. The people are de- 
pendable in keeping appointments be- 
cause they have great faith in the 
nurses and doctors. “We see from 250 
to 350 patients on clinic days,” Miss 
Litwiller declared. “Last week, almost 
a thousand people were immunized.” 
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As early as six in the morning, the natives start lining up at the entrance of the hospital. The clinic remains open until 
every patient has been seen by the staff. He receives a dossier and is interviewed by two physicians and a medical student. 


Besides her regular job as clinic nurse, 


Esther Litwiller keeps all the medical 
records on hospital personnel. She also 
assists one of the staff physicians in 
the periodical health program for the 


200 employees. Routinely physicals, 
chest plates, and laboratory work (CBC, 
urine, done. All 
workers at the institution are examined 
thoroughly before employment. Clinic 
days are from 8 a.m. to 4 p.m. for this 
personable nurse, but she is frequently 
on duty much longer. Miss Litwiller’s 
knowledge of enables her to 
speak with the patients in their own 
language. 

The hospital is composed of four 
main wards — medical, surgical, pediat- 
ric, and isolation, At least one R.N. and 
an aide cover each department. I 
learned that obstetrical nursing is not 
done here; a nursing home in a nearby 
village takes care of maternity patients. 
Many of the natives, however, have 
their babies at home. 

Is it true that women of a primitive 
culture easy deliveries? “Non- 
declared Mrs. Shirer. “I’ve seen 
a native suffer through a hard 
labor.” According to the chaplain’s wife, 
similar maternity problems occurred 
in West Africa where she and her hus- 
band did y work for over 
thirty years. “Even though obstetrics 
is generally not practiced at this hos- 
pital,” she continued, “follow-up care 
for any expectant mother with a pelvic 
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disorder is given by the staff.” 


The Prospects Are Bright 


Mrs. Shirer escorted me through the 
modern, air-conditioned operating suite 
where nurses garbed in pale blue 
were making preparations for surgery. 
Adjacent to this area were large labora- 
tories and a central supply unit which 
contained huge built-in autoclaves. A 
well-supplied blood bank was available. 
In the compact x-ray department a 
Catholic from Canada 
tently examining some films. 

On the medical ward I met an at- 
tractive Mennonite from Lan- 
caster, Pa. Ann Ely had arrived just a 
month earlier but it was obvious she 
enjoyed working here as she cheerfully 
helped her assistant with the supper 
trays. The tidy, clean ward had a full 
roster of 31 patients who appeared con 
tent as they relaxed in their 
“These people,” remarked the head 
nurse, “are very grateful for the care 
they receive.” 

Miss Ely informed me that the shift 
system rotates weekly. The nurses, who 
work an eight-hour day, live near the 
hospital in bungalows and a dormitory. 
A popular pastime among the staff are 
such sports as swimming, tennis, and 
mountain climbing. Frequently — the 
nurses travel on days-off to Port-au- 
Prince or Cap Haitien, site of the fa- 
mous Citadel of Henri Christophe. 


sister was in- 


nurse 


beds. 


I stopped in at one of the clinic 
rooms where Dr. Mellon was diligently 
taking a case history on a patient. His 
warm handshake and the broad smile 
kindly, lean face revealed in 
part the nature of this dedicated man. 
He and his wife are deeply spiritual 
people. Their faith is similar to that of 
Dr. Schweitzer whose philosophy, “rev- 
erence for life,” inspired them to begin 
their work. In time Dr. Mellon hopes to 
build a sanitarium for treating tuber- 
natives. Vitally 
improving public health in Descha- 
pelles, he and Mr. Shirer are making 
educational films tetanus 
tuberculosis which will be shown to the 
Haitian people. 

Women from all over the world, in- 
cluding Denmark, Germany, and the 
United States, have nursed at the hos- 
pital. All have fulfilled their 18 months’ 
to two-year commitment; some have 
remained longer. Salary for an R.N. is 
$150 a month with free room and board 
and no income tax deduction. The cost 
of transportation to Haiti is defrayed 
by the hospital. 

Asked if a nursing shortage existed 
here, Walborg Peterson smiled. “We 
don't seem to have that problem,” she 
replied. “The girls work very hard but 
they are happy in their work. I want 
them to get as much as possible out of 
this type of nursing.” 

The chief function of the nursing 

(continued on page 34) 
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Legal Facts for Proper Practice 


ISS CURTIS washed the last of the 

instruments that had been used 
in suturing a lacerated hand and put 
them on the cart to be returned to cen- 
tral supply. It had been a busy day in 
the emergency room, and as she paused 
momentarily in her work she suddenly 
realized how tired she was. 

Mrs. Day, the other nurse assigned 
to the emergency room, observing the 
lines of fatigue on Miss Curtis’ face, 
said to her, “Miss Curtis, I've been out 
on seven ambulance calls today, and I 
certainly don’t feel as tired as you look. 
Why don’t you take a break now? I'll 
finish cleaning up. Go on, you look 
positively beat!” 

At that moment Dr. Wright, an in- 
terne assigned to the emergency service, 
appeared in the doorway. The tired 


expression on Miss Curtis’ face changed 
to one of quickened interest. She had 
been dating Dr. Wright and had prac- 
tically decided she was in love with 
him. He in turn had led her to believe 
that his interest in her was not entirely 
professional. 


Just Twenty Minutes 


Seeing Miss Curtis was always a 
pleasure for Dr. Wright. He noticed 
that she looked tired and because of his 
personal feelings and concern said to 
her, “Come on, Miss Curtis, take a 
ride with me. We have a call—it’s only 
a few blocks away—and it doesn't 
sound very serious. You won't have to 
do anything and the fresh air will do 
you good. We won't be gone more than 
twenty minutes.” 

Miss Curtis looked questioningly at 
Mrs. Day and asked, “Do you mind if 
I go? Is it all right with you?” 

Mrs. Day frowned disapprovingly. 
“Don’t get me involved in this,” she 
said. “You know the rules. Your job 
here doesn’t include taking ambulance 
calls. If it’s a serious case and the doc- 
tor asks for a nurse, I’m the one as- 
signed to go. Besides, you heard Dr. 
Wright say this isn’t a serious case. It 
doesn’t require a nurse at all. However, 
I'm not your boss. Do as you like, I 
certainly won't report you but I won't 
be able to help you if you get caught.” 
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“Til chance it just this once,” Miss 
Curtis replied as she started for the 
door. 

Dr. Wright had gone down the hall 
towards the ambulance entrance. By 
the time Miss Curtis reached it he was 
inside the ambulance, holding the rear 
door open for her. She quickly stepped 
in and before the door was closed they 
were careening down the drive. 

The ambulance left the hospital drive 
and turned into the street, where cars 
stopped in response to the wail of its 
siren. It sped safely through the red 
light at the first corner, but, as it ap- 
proached the next one, a trolley car 
traveling on the cross-street and having 
the green light entered the intersection. 
Its motorman apparently heard the si- 
ren or saw the ambulance’s flashing 
emergency lights just in time to stop 
his trolley squarely in the middle of the 
intersection. Amid the screeching of 
brakes, the ambulance collided with it. 

Miss Curtis was thrown from her 
seat by the impact and suffered a com- 
pound fracture of the tibia and fibula 
just above her right ankle. Her injury 
resulted in a long and painful hospitali- 
zation. After going to surgery for an 
open reduction of the fracture with dé- 
bridement and wiring of the bone, an 
infection followed, necessitating a sec- 
ond surgical procedure and cast. 


Ineligible for Benefits 


As an employee of the hospital, Miss 
Curtis was entitled to the benefits of the 
Workmen’s Compensation Law with re- 
spect to accidental injuries received in 
the course of her employment. These 
benefits include reasonable and neces- 
sary medical, surgical, and nursing serv- 
ices; medicines and medical supplies 
and appliances; hospitalization; and 
some monetary compensation for salary 
lost during the period of disability. 
However, after the hospital's insurance 
company in the course of a routine in- 
vestigation of the accident learned that 
the assigned duties of Miss Curtis did 
not include taking ambulance calls, it 
rejected her claim for workmen’s com- 
pensation on the ground that her in- 
juries were not received in the course 
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of her employment. 

She appealed to the State Workmen’s 
Compensation Board, which supported 
the position taken by the insurance 
company. The Board said that every 
accidental injury suffered by a nurse 
during her usual working hours, at a 
place where her assigned duties require 
her to be, will be presumed to have 
occurred in the course of her employ- 
ment. However, even under such cir- 
cumstances, if it is proved that the 
accident occurred while the employee 
was doing something wholly foreign to 
the purposes for which she was being 
paid and not reasonably incidental to 
her contract of employment, the pre- 
sumption would be overthrown and the 
nurse would not be entitled to work- 
men’s compensation. This might be the 
case, for example, if a disgruntled oper- 
ating room nurse, having decided to 
quit, accidentally scalded herself while 
deliberately trying to damage an auto- 
clave. Of course an accident need not 
occur at the nurse’s duty station in or- 
der to be compensable. If it occurs in 
some place on the employer's premises 
where she may reasonably be expected 
to be, such as in the rest room answer- 
ing a call of nature or in the snack-bar 
during an approved coffee-break, it 
would be covered to the same extent 
as if it had occurred at her place of 
duty. So also if the accident occurs in 
some place where her assigned duties 
do not require her to be and where she 
would not normally be expected to be 
found, but where she went in response 
to some emergency which she honestly 
felt necessitated her presence for the 
preservation of health, life or property, 
the nurse is protected. In the present 
case, however, Miss Curtis was injured 
while absent during duty hours from 
the place where her assigned duties re- 
quired her to be and while present in 
a place where she had no right to be, 
and she could not defend her presence 
there on the ground that it was re- 
quired by some legitimate emergency. 

Miss Curtis accepted the ruling of 
the Workmen’s Compensation Board 
philosophically, especially after her at- 
torney recommended against taking an 
appeal to court to try to upset it. He 
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explained to her, however, that al- 
though she had forfeited the protection 
of the Workmen’s Compensation Law 
when she deliberately and inexcusably 
abandoned the obligations of her em- 
ployment, this fact did not prevent her 
from recovering damages from anyone, 
other than the hospital, whose negli- 
gence—that is, lack of reasonable care 
under the circumstances—played a sig- 
nificant part in causing the accident in 
which she was hurt. 

The attorney pointed out that the 
manner in which the collision occurred 
was consistent with the fact that either 
the trolley car motorman or the ambu- 
lance driver, or both, had failed to use 
reasonable care under the circumstan- 
ces. While the motorman had the green 
light, this did not justify him in pro- 
ceeding into the intersection heedlessly. 
Even with a favorable signal he still 
had the duty to observe approaching 
traffic carefully before committing his 
car to the crossing. A reasonably pru- 
dent man might expect vehicles on the 
cross-street to stop in response to the 
traffic light which was red for them, 
but he would not proceed blindly into 
the intersection relying solely upon that 
expectation. He would approach the 
intersection with his car under control, 
regarding the green light as a permis- 
sion but not as a mandate, and keep his 
eyes open for approaching traffic. If 
he saw a vehicle whose driver obviously 


did not intend to heed the stop-light, he 
would stop his trolley instead of dis- 
puting the right of way. If he saw an 
ambulance approaching, with its siren 
and flasher going, he certainly should 
have realized its driver did not intend 
to stop for the red light. 


Share Responsibility 


In the present case the motorman 
should have been able to observe the 
approach of the ambulance and to rec- 
ognize it as an emergency vehicle by 
its flashing red light as soon as the 
front of the trolley passed the front 
edge of the building which occupied 
the corner. If the motorman had been 
attentive and if he had had his car un- 
der proper control he might have 
stopped it at a point where the ambu- 
lance would have passed in safety. The 
attorney felt that if the trolley company 
did not offer a suitable settlement it 
would be worth while for Miss Curtis to 
sue, because he felt a jury might be jus- 
tified in deciding that the motorman was 
at least partially responsible for the 
collision. 

The attorney surmised that if the 
trolley company was sued it would join 
the ambulance driver, who was insured 
under a liability policy purchased by 
the hospital, as a co-defendant. Ambu- 
lances, police cars, and fire engines, he 
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said, are exempt from speed limits and 
are authorized to go through red traffic 
signals when responding to emergency 
calls, but their operators are not pro- 
tected from the consequences of a 
reckless disregard for the safety of 
others. Depending upon what informa- 
tion had been given to the ambulance 
driver as to the urgency of the call, and 
depending upon how far away from the 
trolley the ambulance was when he 
should have seen the trolley moving 
into his path and what action he took 
when he saw or should have seen that 
the motorman was not going to give the 
ambulance the right of way, the ambu- 
lance driver may be found at least 
partially responsible for the accident 
and required to share in the payment 
of damages. 

Miss Curtis was cautioned, however, 
that her right to recover against the 
motorman or the ambulance driver de- 
pended upon her ability to prove to the 
satisfaction of a jury that one or both 
operators had been negligent. Although 
accidents involving two motor vehicles 
seldom occur unless at least one of the 
drivers is negligent to some degree, they 
do occur occasionally, and if the facts 
ultimately showed this to be such a 
case, Miss Curtis would recover nothing. 

The only offer of settlement the at- 
torney was able to obtain from the 
trolley company was in an amount 
which did not begin to cover the 
nurse’s actual expenses. It was an offer 
to settle for what claim-adjusters call 
the “nuisance value” of the claim— 
that is, an amount which the trolley 
company would be willing to pay to 
avoid the inconvenience and expense of 
defending a lawsuit, even though it 
felt certain it would win the suit. Per- 
haps the trolley company’s investigation 
of how the accident occurred had 
turned up something which cleared the 
motorman of any fault. Perhaps the of- 
fer was pure bluff. In any event, Miss 
Curtis decided to reject the proposed 
settlement and suit was filed on her 


behalf. 


The Jury 


The testimony at the trial, given by 
disinterested witnesses as well as by the 
motorman and the ambulance driver, 
was somewhat conflicting. Depending 
upon which witnesses the jury believed 
were honestly trying to tell the whole 
truth and upon how accurate the jury 
believed their observations and memo- 
ries to be, the jury might find the acci- 
dent to have been caused by the 
negligence of one or both operators or 
to have been a pure accident in which 
neither was at fault. The judge told the 
jury that it was often difficult to sift the 
real truth from the total testimony 
given by all the witnesses, but that a 


jury, composed of a number of citizens 
of the community, with varied back- 
grounds, education, training and ex- 
perience and applying its collective 
judgment and common sense to the 
problem, was, with all its admitted 
shortcomings, the best means that the 
law had yet been able to devise for the 
purpose. The judge made certain sug- 
gestions as to how the jury might ap- 
proach the questions of truth and 
falsity, accuracy and error. He said that 
the mere fact that a witness was per- 
sonally interested in the result of a suit 
does not mean that he will not try to 
tell the truth; nor does the fact that a 
witness has no personal interest in the 
outcome of the trial mean that the 
testimony of this witness must be given 
full credence. It may be colored by a 
bias for or against one of the parties for 
some wholly unfair or illogical reason— 
such as a personal conviction that trol- 
ley car fares are too high and service 
too poor or that no one except an un- 
reformed hotrodder ever becomes an 
ambulance driver. The judge went on 
to say that in determining whether a 
witness is truthful the jurors should re- 
call his demeanor on the witness stand: 
whether he answered questions in the 
same manner when the answer tended 
to favor one side as when it tended to 
favor the other; whether his answers 
were responsive to the questions or 
whether they were evasive; whether, if 
shown that his testimony was clearly er- 
roneous in some particular, he frankly 
admitted to having been mistaken or 
whether he attempted to deny or dis- 
tort what he had previously said; in 
short, whether he appeared to be trying 
his best to understand the questions he 
was asked and to answer them fairly 
and honestly to the best of his recol- 
lection. 

The jury was also told that in addi- 
tion to determining what testimony 
represented the honest recollection of 
the witness they would have to deter- 
mine how accurate that recollection was 
in order to know what weight to give 
that testimony. In this connection they 
should consider how clear a view of 
the accident this witness had, what 
opportunity he had to observe all as- 
pects of the things he testified to, and 
whether his memory of them seems 
clear or hazy. 

The jury was out long enough to 
show that it had some difficult ques- 
tions of fact to resolve. It finally re- 
turned with a verdict in favor of Miss 
Curtis against the trolley company, hav- 
ing concluded that the motorman, had 
he been directing full attention to the 
operation of the car as it approached 
the intersection instead of collecting 
and ringing up fares, making change, 
inspecting transfer tickets, and giving 

(continued on page 34) 
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THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


by THERESA G. MULLER, R.N., M.A. 
Director of Nurses, Sheppard and 
Enoch Pratt Hospital, Towson, Md. 


OU will readily acknowledge the difficulties encoun- 

tered in acquiring satisfactory understanding of the 
available concepts on the dynamics of human relationships 
which foster or hinder effective communications in nursing. 
However, you might be reminded of similar feelings about 
other nursing subjects also requiring considerable effort and 
time before they are properly assimilated and further trans- 
lated into appropriate action. For instance, you may remem- 
ber the very slight degree of familiarity you had with 
human anatomy before going into nursing where you were 
required to learn the specific identification of innumerable 
anatomical parts—parts which had always been there but 
came into existence for you when you became aware of 
them. However, even then you found yourself unable to re- 
call readily the knowledge necessary to understanding fur- 
ther the living functions of the parts as interrelated bodily 
systerns affected by disease or emotional disturbances. Your 
introduction to anatomical terms was merely a foundation 
for a never-ending series of applications in better under- 
standing the nursing needs of patients with varying dis- 
abilities. 

Just so, you will find your study of the dynamics of human 
relationships and communications. I have frequently been 
told about the difficulties experienced by those who find 
the subject interesting but not readily understood and there- 
fore voice their concern over the need for clearer presenta- 
tions. In this connection I well remember the time when 
an instructor of obstetrical nursing had asked me to read 
and comment on a book presented to her while on an assign- 
ment in China, The Secret of the Golden Flower. It gave a 
common basis for psychological understanding in the teach- 
ing of oriental Taoism and the occidental similarities of 
Carl G. Jung. Though written in English the book to me 
was like a foreign language. However, I was intrigued by 
the beauty of the shadowy possibilities and wanted to know 
more about these. As time passed I found myself attuned to 
many helpful sources for clarification, and herein lies the 
secret of any continuing growth in understanding hitherto 
unknown matters. We are privileged to go no further when 
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faced with the painful necessity to become involved in 
order to learn a difficult subject. On the other hand we may 
accept as a challenge opportunities to work on nebulous 
new concepts until they are crystallized into some meaning- 
ful form, thereby becoming available for practical applica- 
tion. 

We might consider a singular human tendency—the one 
which urges us to seek an authority to free us from inevi- 
table feelings of inadequacy. Here we must be on guard 
against intense dependency needs which are likely to blind 
us and thus make it difficult for us to distinguish authori- 
tativeness arising from superior skill and knowledge from 
an imposed authoritarianism stifling our individual right 
or freedom. Unless we give some thought to these distinc- 
tions we may find ourselves succumbing to the influence 
which promises to save us from the pain of self-involvement 
only to find ourselves becoming less and less adequate as 
individuals secure enough in our human relationships to 
communicate spontaneously with patients and associates. 

It seems as though our professional education has relied 
far too much on didactic teaching unrelated to practice. 
But even when the two are brought together we may not 
be attuned to assimilate the implications unless the knowl- 
edge and skill of an authority are related to the acknowl- 
edged need of the learner. Without a two-way process words 
are exchanged without relevant meanings and skills are 
acquired as mechanical imitations of observed performance. 
This will explain why our reliance on spokesmen from other 
fields fails to provide the important identifications with the 
practice which these spokesmen have never performed in 
a nursing capacity. When we come to realize this we might 
then be encouraged to communicate with our professional 
associates as a shared experience with respect for what each 
is trying to do. Faith in our effective experiences thereby 
establishes true professional competence. 


Need for Objective Appraisal 


Our nursing practice is founded on associations relevant 


NURSING WORLD 





to what we see, hear, smell, taste, and touch. These associa- 
tions depend not only upon the soundness of our eyes, ears, 
nose, tongue, and skin as sensory avenues’ for the reception 
of stimuli but also on the functional readiness of each of 
these senses to select appropriate stimuli at any given time. 
Our communications with each other then will be affected 
by the different ways in which we shut out or distort the 
present with barriers of the past or any current unrealistic 
expectations. 

Sometimes we tend to make common observations simi- 
lar to the way we look at a picture in two dimensions with- 
out realizing the possibility of a three-dimensional perspec- 
tive. Unfortunately, such a two-dimensional plane of flatness 
may be erroneously maintained as desirable objectivity. By 
way of illustration, I am reminded of the report given at a 
scientific meeting where the discussion centered on the site 
of facial herpetic lesions following an operation for tri- 
geminal neuralgia. Medical students had learned to expect 
unilateral lesions and thereby failed to see any lesions on 
the other side until they were specifically pointed out to 
them. All of us tend to have similar experiences. I recall a 
social evening where one of the games involved a search for 
fifteen plainly observable objects in the room. The silver 
thimble on the chrome-finished light fixture, the white 
button in a white dish, the toothpick on the natural wood 
frame of a picture, the brown-handled kitchen knife blend- 
ing in with a similarly colored edge of the rug were invisible 
to all of us until specifically noted and, in most instances, 
until we received help from one another. 

Further illustrations may be cited of a study on the 
placebo effect of the personalities of the dispensers of drugs. 
In one instance the drug had been generally considered ef- 
fective by comparison with the effects of a placebo given to 
a control group. However, on the placement of a renewal 
order for the drug it was disclosed that by error the placebo 
had been sent first. Thus the favorable results obtained by 
the placebo had come from the confidence generated by 
the favorable expectations of the personnel administering it 
rather than from the drug itself. Another possibility of the 
distortion of the observable phenomena was revealed in an 
experimental study where the physiological effects of a drug 
had been considered fairly constant but were eventually 
affected by changes in the psychological climate of the ward 
fostered by the anxiety-provoking conflict among the nurs- 
ing personnel when they were asked to make a preferential 
rating of patients according to a scale of likes and dislikes. 
Here the nurses were confronted with an ethical concern 
about admitting distinctive preferences with regard to any 
patient. This stereotype of the good or fair nurse then stands 
in the wav of realistic appraisals based on our feelings 
toward others. 

Thus we see the necessity for becoming more fully aware 
about how our feelings distort the reality of conditions, peo- 
ple, and things. However, we also need to acknowledge 
those feelings which are true indicators of existence and 
thereby give proper nuances to sensory impressions. This 
will keep us from denying the existence of a shadow as a 
distorted reflection of something and thereby help us in 
distinguishing between the shadow and its substance. As 
we become aware of how our mind’s eye tends to invest the 
immediate impression with past experiences, we no longer 
maintain a flat view of sameness when conditions have 
changed. An extreme illustration to show the effects of an 
incorrect assessment of nursing practice came to my atten- 
tion when a procedure for shock therapy included as routine 
equipment a step-stool for a short physician, and its un- 
suitability for a tall physician was not readily noted. 


Dangers of the Didactic Approach 


In similar ways we will find our communications with 
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one another about the dynamics of human relationships in 
nursing maintained on a didactic level instead of associated 
with enlivening human values. We then need to become 
aware of our facility to lull ourselves into a false sense of 
accomplishment by giving attention to minute details of 
mechanical performance without a corresponding concern 
about human values. This becomes understandable when 
we realize that a meaningful application of the subject of 
human behavior to our own selves inevitably reveals un- 
welcome insights and arouses negative feelings. 

Any by-passing of the painful task of facing up to our- 
selves imposes a greater discomfort in a continuing sense 
of inadequacy. We can, however, make the necessary effort 
to accept the challenge of stepping into the unfamiliar terri- 
tory of new concepts. Even then, we do not readily note 
our defenses against a difficulty in learning about a complex 
subject. These defenses are generally voiced as resistances 
to elusive meanings and a plea for an easier way. Such pro- 
tective concern about exercising our mental faculties will 
continue to keep us from comprehending the significance of 
a communication. All of us have had experiences which put 
us in touch with a source of information beyond. our im- 
mediate grasp only to find at a later time that its meaning 
is revealed through thoughtful reflection on an appropriate 
relationship. 

We see then that the subject of human behavior is part 
of our everyday concern and is never learned once and for 
all time. By giving due thought to this, our nursing tasks 
take on greater significance as creative experiences which 
vary according to our contacts with an infinite variety of 
human beings who differ also in degrees and kinds of physi- 
cal and mental abilities and disabilities. 


Aspects of Communication 


Our interprofessional relationships are founded largely 
on verbal communication. A common meeting ground then 
needs to be identified, for each profession has a distinctive 
vocabulary of its own. It is not enough for nurses to be 
able to communicate with each other by using terminology 
which is understandable chiefly because of its context in 
nursing. Genuine satisfactions are derived in proportion to 
the time and effort expended in learning how to communi- 
cate with members of related professional groups. 

We acknowledge that nursing practice is founded on our 
ability to make relevant observations and understand the 
implications for prescribed treatment. We also find that a 
surface manifestation reveals only part of the basis of any 
behavior. The less apparent aspects stem from our basic 
needs for survival and significance when interplay of these 
driving forces moves us into ever-changing kinds and de- 
grees of negative and positive reactions with each other and 
has become identified as mental dynamisms normally ex- 
pressed as identification substitution, compensation, subli- 
mation, compromise, and rationalization. Those with patho- 
logical connotation are known as fixation, projection, dis- 
placement, and regression. Such areas of behavior dvnamics 
are only partially disclosed by the behavior of a person. 

So we need to acknowledge that effective communications 
are not established on the basis of set responses. Our daily 
contacts are ever-changing and unpredictable and therefore 
have to be assessed anew before we react to them. Never- 
theless we do draw on what we have previously learned 
and do make relevant associations to the new situation in 
proportion to our creative abilities. Such abilities depend 
on our own experiences but the experiences of another can 
also be vicariously shared as sources of understanding. 

Subsequent articles will continue by illustrating these 
concepts by specific applications to our personal and pro- 
fessional lives. 
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THE BOOK SHELF 


by ANNA V. MATZ, R.N., B.S., M.A., M.P.A. 


Public Health Nursing Consultant, 
New York City Department of Health 





The Art, Science and Spirit of Nursing, 
secoad edition, by Alice L. Price, R.N., 
M.A., Formerly Counselor, School of 
Nursing, Presbyterian Hospital, Chi- 
cago; Nurse Consultant, Hill-Rom Com- 
pany, Inc., Batesville, Ind. W. B. Saun- 
ders Company, Philadelphia, 1959. 864 
pages. Price $5.50. 


Two outstanding features of this 
book are its warm appeal to a nursing 
student audience and the excellent il- 
lustrations of pertinent procedures from 
schools of nursing in a wide geographi- 
cal area. This is refreshing and gives a 
positiveness to the teaching of prin- 
ciples that are so well emphasized 
throughout this book. At the begin- 
ning of each chapter, there are a 
topical outline and vocabulary which 
are particularly helpful in reviewing 
a procedure. There is also a summary 
of the interrelationships of the physi- 
cal, and sociological 
principles pertaining to the topic that 
is discussed. 

This text revised to in- 
clude the new developments in nursing 
practice—namely, the recovery room, 
intensive care unit, progressive patient 
care, radiation therapy, care of the 
geriatric patient, and a new chapter on 
asepsis. In all, there are 47 chapters 
covering in detail the fine points in 
nursing so essential to good patient 
care. 


psychological, 


has been 


The book is excellent in its philos- 
ophy and its discussion of the broad 
scope of nursing practice. However, 


called to a few 
items which seem to be a departure 
from present day thinking. One is con- 
cerned with care of the patient with 
a communicable disease. The proce- 
dures as outlined are somewhat out- 
moded and not consistent with 
present day care and isolation of pa- 
tients. Other points which need further 
clarification such statements as, 
“Phenol is used to disinfect sputum 
and excreta,” page 192, and, “Blankets 
should be cleaned at infrequent inter- 
113. Because the hazards 


should be 


attention 


are 


are 


vals,” page 
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of infection have greatly increased in 
hospitals, blankets should be sent to 
the laundry after discharge of each 
patient. This necessitates study of the 
type of blanket which lends itself to 
this kind of handling. 

These and other statements seem to 
demand re-evaluation and constitute a 
weak point in an otherwise conscien- 
tious, up-to-date volume. 


The Psychiatric Aide: A Textbook for 
Patient Care, second edition, by Alice 
M. Robinson, R.N., M.S., Director of 
Nursing Education, Vermont State Hos- 
pital, with a Foreword by Walter E. 
Barton, M.D., J. B. Lippincott Com- 
pany, Philadelphia, 1959. 200 pages. 
Price $3.50. 


The psychiatric aide has made a 
notable contribution in the tremendous 
job of caring for the mentally ill. She 
is an important member of the hospital 
team, and it is she who is responsible 
for maintaining an environment which 
encourages patients to regain their 
health. In an effort to improve patient 
care, much thought and planning have 
been given to in-service educational 
programs. This text is one that is de- 
signed to meet that goal. This revision 
considers advances in psychiatry that 
have occurred within the last five years 
and includes the ataraxic drugs, better 
understanding in care of the aged, in- 
telligent use of industrial therapy, the 
implications inherent in open wards 
and rehabilitation houses, and the use 
of remotivation as a technique of spe- 
cial interest to aides. 

Miss Robinson maintains the stand- 
ard of her previous edition. The book 
is written with clarity and is uniquely 
illustrated with original pencil drawings 
by the author. It can be profitably read 
by the lay worker. The contents con- 
sists of ten chapters. The first five re- 
late to the dynamics of interpersonal 
relationships and to an understanding 
of human behavior. The role of the 
aide in special therapy is well covered. 
The second part deals with the specific 
aspects of work organization and special 


problems that arise. There is an excel- 
lent discussion of communication in the 
chapter on “Your Role in Newer De- 
velopments.” 

Even though this book is directed 
toward better patient care by the aide, 
there is a quality about the text as a 
whole which provides useful reading 
and information for nurses in all fields. 


Medical-Surgical Nursing, by Kathleen 
Newton Shafer, R.N., M.A., Janet R. 
Sawyer, R.N., A.M., Audrey M. Mc- 
Cluskey, R.N., M.A., and Edna E. 
Lifgren, R.N., M.A., The C. V. Mosby 
Company, St. Louis, 1958. 989 pages. 
Price $8.75. 


The authors, specialists in medical- 
surgical nursing at the Cornell Univer- 
sity-New York Hospital School of 
Nursing, project a philosophy based on 
comprehensive nursing and patient- 
centered care. Comprehensive nursing 
is a complex activity and a problem 
that cannot be solved bv the nurse 
working alone in a given situation. The 
part played by other workers is in- 
tegrated throughout the text, and a 
great deal of emphasis is placed on 
nurse-patient interaction. 

The text is divided into two sections. 
The first section deals with trends and 
problems influencing patient care. 
These include the recognition of the 
psychosocial and cultural aspects of 
nursing as well as consideration of the 
behavioral illness. The 
second section treats nursing as it is 
related to specific medical and surgical 
care. While there is no well defined 
boundary between these two clinical 
areas, the cause, prevention, medical 
care, principles of nursing care, and 
the patient's reaction to illness fre- 
quently overlap. These are discussed 
in detail. There are 87 chapters alto- 
gether. In the introduction to each 
chapter there is a list of review ques- 
tions to facilitate study of material that 
is not included. The book is excellent 
in its approach and development of 
total patient care. 


responses to 
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Nursing—As Others See It 


(continued from page 7) 


ion that a person should be informed 
of the facts so that he can arrange his 
affairs, will, and soul. One doctor de- 
clared that it was a breach of medical 
ethics not to tell the truth. He com- 
mented: “Of course, there are no hard 
or fast rules as to how the truth should 
be told. A doctor’s fundamental know]- 
edge of human nature and his voca- 
tional training should have educated 
him to this end.” 

According to the Newsweek article, 
a Catholic priest writing in the series 
stated that a patient who is ill for a 
long period is not deceived by the 
nature of the ailment. “He soon begins 
to suspect and suspicion with its ac- 
companying worry can have quite as 
deleterious an effect as a definite pro- 
nouncement of the fatal character of 
the disease,” the priest reported. 

Another British doctor, an ortho- 
pedic surgeon who frequently treats 
children, commented, “I have found 
that they [the children] do not look to 
us for infallibility, but they do expect 
complete integrity. ... If they suspect 
that they are being deceived, they be- 
come miserable. I think that sick and 
frightened adults have fundamentally 
the same sort of feelings.” 

To tell or not to tell—that is the 
problem. What's your opinion? 


(Address your comments to Letters 
Editor, NURSING WORLD, 480 Lex- 
ington Avenue, New York 17, N. Y.) 





Orienting . . . Students 


(continued from page 11) 


needs of the majority of the students. 
These include skits, panel discussions, 
demonstrations, reports, role playing, 
and the use of visual aids. The creative 
thinking, the competition, and the stu- 
dent participation add to the educa- 
tional value received from this part of 
the course. Approximately three hours 
are allowed for the presentation of all 
projects. 


Evaluations of the Course 


The evaluations of the course in 
Orientation to Nursing leads one to be- 
lieve it should be continued in the 
curriculum and be enriched wherever 
possible. The students’ evaluations re- 
veal the following: (1) We have gained 
much information concerning the hos- 
pital and nursing. (2) Prior to this 
course we have known nursing more 
from the glamorous side, as one sees 
in the movies. (3) Our program in 
nursing will be more meaningful as a 
result of this course. (4) Now I want 
to be a nurse more than ever, (5) Stu- 
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dents need this course. (6) We have 
not studied any patient care, but we 
know more about the profession. (7) 
After taking this course we are capable 
of communicating with our families, 
friends, and the public more intelli- 
gently concerning the profession, our 
school, and the hospitals. (8) We will 
be more at ease when we go into the 
hospital to care for patients, and (9) 
We are eager to give nursing care and 
we will not be frightened. 





Convention ... 
(continued from page 18) 


student in this relationship. It was 
agreed that the trained technician 
works well in a routine situation, but 
she cannot be held responsible for mak- 
ing decisions in the capacity of a grad- 
uate nurse. The education of the pro- 
fessional nurse centers around an in- 
troduction to operating room nursing. 
The need for farther training of the 
graduate nurse in this area was im- 


plied. 


e In all nursing practices, what hap- 
pens when a nurse is sued for mal- 
practice? The answer is, according to 
lawyer Marvin S. Fish, that the court 
creates a mythical standard of what 
good nursing practice is. Then the 
court compares the nurse who is being 
sued with this mythical standard. Mr. 
Fish, who is a faculty member at Sea- 
ton Hall, said the court then asks what 
a reasonably prudent man would do. 
Continuing, Mr. Fish asked: “How do 
they know what to expect of a reason- 
ably prudent nurse?” 

The court looks at definitions of 
nursing in the statutes. Because the 
courts expect the nurse to use all of her 
talent and education in every situation, 
the nurse who does not study diligently 
and who does not keep up with new 
developments could be considered im- 
prudent, Mr. Fish warned. He stated 
that the best protection the nurse has 
is to keep up to date. But he cautioned 
nurses not to rely upon study alone. 
He advised the audience to buy mal- 
practice insurance. More and more, he 
said, lawyers are using the shotgun ap- 
proach in malpractice suits — naming 
everyone on the scene when a hospital- 
ized patient has been injured. Nurses 
are much more likely to be sued now 
than in the past, he declared. 





Posthospital Care .. . 


(continued from page 15) 


for the years preceding and including 
those in which tranquilizing drugs were 
widely prescribed might be useful in 
gauging trends. Question 17 —“are 
mental patient data regarding admis- 


sions, releases, «nd readmissions avail- 
able (for 1950-1956) from mental hos- 
pitals in your state?”’—was included to 
obtain such information. Most states 
submitted data of some kind; howcver, 
in analysis it was found that the lack 
of uniformity in reporting admissions 
and releases precluded the possibility 
of presenting this data in tabular form. 
Data was also obtained from the Na- 
tional Institute of Mental Health. Here, 
too, there were certain inconsistencies 
which made it impossible to interpret 
the data conclusively. 


Concern 


Many persons have been released 
from state hospitals on chemotherapy 
regimes. On the assumption that men- 
tal hospital authorities would have ex- 
perience in assessing posthospital status, 
Question 18 was asked. In answer to, 
“Do you find cause for increasing con- 
cern about the posthospital status of 
those on tranquilizing drugs?” 61 per 
cent responded in the affirmative. The 
write-ins reflected some of the needs 
already mentioned: 

1. “Are they really safe when at 

home?” 

2. “This moot question must await 
additional data secured in the 
posthospital course.” 

“Adequate medical supervision is 
increasingly difficult.” 

“Many have improper or no fol- 
low-up.” 

“Many do not continue drugs be- 
cause of expense and lack of 
medical supervision.” 

It is apparent that there was concern 
as to safety of the drugs, medical super- 
vision, adherence to medication, and 
dearth of adequate follow-up programs 
—all of which emphasize the need for 
satisfactory follow-up programs. 

Previously, the investigator presented 
the theoretical implications for a follow- 
up program for released mental pa- 
tients on tranquilizing drugs. In the 
present article, responses have been in- 
terpreted from a questionnaire sent to 
mental hospital authorities responsible 
for the care of mental patients in 
eighteen states. What kind of follow-up 
program will meet the circumstances 
described? In the concluding article, 
the needs of released mental patients on 
tranquilizing drugs will be explored 
and recommendations for follow-up 
programs will be made as indicated. 
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some segments of tomorrow's nurses. | 
believe the good common sense of the 
younger generation of nurses will ac- 
cept a clearer distinction between pro- 
fessional and technical nurses. Status 
anxieties will gradually disappear as 
each nurse finds herself accepted and 
fulfilling needed services according to 
her competencies, particularly if satis- 
factory economic rewards and work 
conditions are assured her, in actuality 
rather than in promise, by her employ- 
ers. 
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information, would have and 
recognized the oncoming ambulance in 
time to stop before crossing its path 
and thus give it the right of way to 
which it was entitled. The noise of the 


seen 


equipment being used by a street repair 
crew near the corner—coupled with 
the fact that the trolley windows were 
closed, a passenger was talking to the 
motorman, and the motorman was 
vigorously clanging his bell—explained 
why the siren had not been heard and 
reacted to. There was no explanation 
for why the ambulance and its flashing 
lights had not been seen before the 
trolley was actually committed to the 
intersection, except that the motorman 
relied on his green traffic light and 
failed to concern himself with approach- 
ing vehicular traffic. The jury did not 
believe the ambulance driver to have 
been at fault. He had been alert and 
had seen the trolley as it moved slowly 
toward the intersection from the trolley 
stop just back of the corner but right- 
fully assumed that it would stop at the 
curb line until after the ambulance had 
passed. As soon as it became apparent 
that the motorman did not intend to 
stop the ambulance driver applied his 
brakes and attempted to swerve around 
the trolley but the distance was too 
short. 


Comment 


There was one aspect of the jury's 
verdict in favor of Miss Curtis which 
warrants a brief comment. It was for 
an amount which was very little more 
than her actual medical expenses and 
lost earnings, indicating that the jury 
awarded her an extraordinarily small 
sum to compensate her for what is often 
described as “pain and suffering.” There 
was nothing in the course of the trial 
which would have justified the jury in 
disbelieving the testimony of her physi- 
cian with respect to the extent of the 
injuries or the nature of the treatment 
they required or her own testimony 
with respect to the nature and extent 
of the pain, discomfort, and inconven- 
ience she experienced. We can only 
speculate as to the degree in which the 
jury’s award reflected its subconscious 
collective disapproval of Miss Curtis’ 
pre-accident behavior. People seem to 
expect and condone a certain amount of 
occupational irresponsibility in sales- 
people, clerks, and production workers, 
while demanding of their contempo- 
raries who have chosen a career in 
nursing, the highest degree of dependa- 
bility in all aspects of their professional 
behavior. 
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seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order. 
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GRADUATE NURSES: For General Duty, 70- 
bed general hospital, new, air-conditioned, well 
equipped. $325 per month starting salary plus 
meals, laundry of uniforms, vacation, sick leave. 
Transportation paid to Dumas. Write, call, wire 
collect. Administrator, Memorial Hospital, 
Dumas, Texas. 


REGISTERED NURSES: Positions available 
for day, evening, and night duty for Intensive 
Care, Surgical, Medical, and OB Units. This is 
our plan for merit increases the first year. 
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Asst. Supv. $345. $ $360. $375. $405. 
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In the Footsteps .. . 
(continued from page 27) 
staff at the Albert Schweitzer Hospital 
is to give good rural care. Through the 
use of modern drugs, competent sur- 
gery, and an intensive immunization 
program, illnesses that plagued the 
people in former years are being 
checked. A “great thrill for all of us,” 
declared Miss Peterson, “is curing our 
tetanus babies and sending them home.” 
The deep devotion of “Wally” Peter- 
son and her nurses reflects the true 
spirit of their profession. In the foot- 
steps of Dr. Schweitzer, these women 
are bringing modern nursing care to a 
primitive people who have never before 
known it. 
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SPECIAL OFFER FOR NURSES 


New, therapeutically 
effective 


piloam cleanse pae‘* 


for better skin hygiene 





“4 more rapid improvement in skin tone, 
appearance and healing rate was achieved 
in 84.4% of the patients.” 


Kice, Janith S.: 
Clin. Med. V:1213, Sept. 1958 


pHoam cleanse pac is a soapless cake, contained 
in a long-lasting, sponge-like applicator that cleanses 
and stimulates the skin without irritating. It elimi- 
nates blackheads and oily plugs, promotes healing 
of pimples. Cumulatively antiseptic and deodorant. 


YELLOW cakes and applicator are highly effective in 
acne, seborrhea and excessive oiliness—medicated 
with sulfur, salicylic acid and bithionol U.S.P. 


PINK cakes and applicator give new tone and vitality 
to youthful and aging skin—are helpful in dry and 
scaly conditions. 


SAVE $1.00 Send only $1:25 
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To: DOAK PHARMACAL CO., INC. 
295 Madison Ave., New York 17, N.Y. 
Enclosed $1.25 


Nome aacantianeaneniniee 





Address___ 





City EE —— 


DOAK PHARMACAL CO., INC. 


NEW YORK 17, N.Y. Please send me the [] Yellow C) Pink 


pHi Oam cleanse pac 
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